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Home-based HIV testing and counselling (HBHTC) refers 
to HIV testing and counselling (HTC) services conducted 
by trained HTC service providers in someone's home.
The main purpose of HBHTC is to bring HTC services to 
households, overcoming some of the barriers of access 
to testing services and providing testing to individuals 
who might not otherwise seek services. It has been 
used successfully in rural and urban populations of 
sub-Saharan Africa w ith a high HIV prevalence and low 
coverage of HTC services. HBHTC provides services to 
individuals, couples, and family groups, and may be used 
to address specific populations (e.g. family members of 
known HIV-positive patients) and contribute to a family- 
based approach to HIV prevention and support. Using this 
approach can lead to decreased stigma in communities, 
help to diagnose individuals who are HIV-positive earlier, 
and potentially reach more couples than other HTC 
models. HBHTC has also led to increased follow-up for 
HIV-exposed infants.
1.1 Purpose of this 
practical handbook
Like o th e r H T c  se rv ices , HBHTO 
should follow national HTc  guidelines 
and standard operating procedures. 
The m in im u m  standards of inform ed 
consent, confidentia lity , counselling, 
correct HIV test results, and linkage 
to p reven tion , care, and tre a tm e n t 
se rv ice s  m u s t be e n s u re d . t h is  
h a n d b o o k  does no t se t o u t new  
g u id e l in e s .  R a th e r ,  b e c a u s e  
p ro g ra m m in g  fo r H B H T c  serv ices 
poses a series of practical challenges 
w ith design, cost, hum an resource, 
and logistical implications, the purpose 
of th is handbook is to provide practical 
gu idance on ways to address these 
challenges and to outline some of the 
key cons idera tions  w hen p lann ing ,
im p le m e n t in g ,  a n d  m o n ito r in g  
H B H T c . By us ing  th is  handbook, 
H T c  im p lem en ting  partners w ill be 
able to support H B H T c  activ ities in 
a consistent and system atic manner, 
stream lining processes and preventing 
an unnecessary dup lication of effort.
1.2 Development of this 
handbook
th is  handbook was first conceived of at 
a 2009 PEPFAR technical consultation 
on H B H T c 1. S h o rtly  th e re a fte r, a 
survey, sen t to  PEPFAR H T c focal 
persons in 3 3  co u n tr ie s , iden tified  
39  pa rtne rs  im p le m e n tin g  H B H T c
1 H o m e -b a s e d  c o u n s e lin g  a n d  te s tin g : p ro g ram  
com ponents a n d  approaches. Technical consultation  
report. W ashington, Dc, AIDSTAR-one/uSAID, 2010.
A  p rac t ica l  handbook  fo r  sub-Saharan  A fr ica  I 7
programmes in 10 sub-Saharan African 
co u n tr ie s  in early  2 0 1 1 . Research 
revealed tha t the majority of countries 
su rveyed  la cke d  sp e c ific  gu idance  
fo r H B H Tc. A lthough some country 
p rog ram m es had deve loped  local 
ope ra tiona l m anua ls and gu idance  
d o c u m e n ts , the re  w ere no un ified  
guidelines in place and no standard 
quality of im plem entation. As a result, 
H Tc service providers were often left 
to  deve lop  th e ir  own so lu tio ns  fo r 
challeng ing situations. This practical 
handbook was developed by W H o in 
co llabora tion  w ith  the  PEPFAR HIV 
te s tin g  and co u n s e llin g  te c h n ic a l 
W orking Group (H Tc  TWG) in 2011, 
as a response to tha t problem . th is  
handbook draws on existing guidelines, 
t ra in in g  and ope ra tiona l m anua ls , 
key in fo rm a n t in te rv iew s, observed
practices, and site visits to  H B H T c 
programmes. th e  authors specifically 
sought inputs and experiences of HTc 
service providers, superv isors, and 
programme managers using different 
com m unity-based models, particularly 
fo cu s in g  on o ffe rin g  te s tin g  in the 
hom e in d iffe ren t ep idem ic settings 
across Africa, for the developm ent of 
these materials.
1.3 Target audience
This handbook is intended for H BH T c 
service providers and their supervisors, 
m anagers o f H B H T c  p rogram m es 
in resource-poor settings, as well as 
national policy makers and programme 
planners.
HB
HT
C 
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Home-based HIV testing and counselling (HBHTC) 
programmes are usually developed w ith a specific target 
population, cultural context, geographical location, and 
political and funding environment in mind. Delivery 
models broadly fall into tw o types: the door-to-door 
model and the index-patient model, defined below. 
Additionally, an integrated approach can be used with 
either model to deliver multiple health services to the 
home, including HBHTC. There are a number of practical 
and implementation issues that are common w ith  HBHTC 
conducted by trained HTC service providers. National 
planners should consider their own context and select 
the approach most appropriate for their setting, type of 
epidemic, available resources, and programme objectives. 
For example, in densely populated areas w ith high HIV 
prevalence or w ith substantially low numbers of people 
accessing HTC services (urban or rural), a door-to-door 
model may be the most effective approach. However, 
well-established HIV treatm ent and care providers may 
find the index-patient model works best for reaching the 
partners and families of their patients. In addition to these 
tw o models, a home-based self-testing model is being 
piloted in community settings in high prevalence areas. 
However, while there are clear advantages for using self­
testing in some settings, further research is required 
before we are able to recommend this approach.
2.1 Door-to-door
The door-to-door model refers to an 
app roach  to  H B H T c  th a t a im s for 
high coverage o f serv ices w ith in  a 
sp e c ific  c o m m u n ity  or g eog raph ic  
loca tion. The prim ary ob jective of a 
door-to -door m odel is to o ffe r H T c  
to  every  e lig ib le  re s id e n t o f every 
hom estead or househo ld . Because 
of the nature of the process, m ultip le
v is its  to  the c o m m u n ity  or location 
m ay be necessary to  co n ta c t every 
resident. Several innovative and cost- 
effective variations of th is model have 
been piloted successfu lly in d ifferent 
c o n te x ts , in c lu d in g  c o m b in in g  it 
w ith  ou treach H T c  ac tiv ities  in the 
com m un ity  -  fo r exam ple, p itch ing  
a te n t and p rov id ing  H T c  services 
available w ith in  the com m unity  for a 
few days or weeks. Some programs
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use ‘com m un ity  cam p in g ’ to a ttract 
people who do not want to be tested at 
home, or as an alternative to repeated 
hom e visits. The advantages of the 
door-to-door model include tha t it:
■ do e s  n o t s in g le  o u t s p e c if ic  
households
■ does not rely on people m aking a 
se lf-assessm ent o f w h e th e r they 
need an HIV test
■ has high uptake and coverage
■ reduces stigma and/or fear of stigma
■ allows an opportunity for partners or 
couples to test together
■ provides access to young people
■ enhances disclosure among couples 
and fam ilies
■ leads to earlier diagnosis and linkage 
to care
■ has potential to  reach more men, 
ch ildren, and couples com pared to 
VCT and PITC
■ helps to reach marginalized groups, 
such as disabled people.
Some program m es provide HTC as 
part of door-to-door integrated health 
packages, includ ing  services like TB 
screening w ith a cough questionnaire 
a n d /o r s p u tu m  c o lle c t io n , fa m ily  
p la n n in g  and re p ro d u c tive  hea lth  
s e rv ic e s ,  d e -w o rm in g  ta b le ts ,  
provision of water purification devices, 
in s e c tic id e  tre a te d  bed nets, and 
health education.
2.2 Index-patient
The index-patient model (sometimes 
referred to as ‘targeted testing ’) refers 
to HTC service providers visiting the 
homes of people diagnosed with HIV or 
TB and offering HBHTC to the ir sexual 
partner(s) and other fam ily members. 
Index patients often welcome testing of 
fam ily (and household) mem bers. The 
consent of the  index patient should 
a lw ays be o b ta in e d  be fo re  hom e
visits are made. This should include 
a d iscuss ion  o f how and w hen the 
patient would like to be visited, as well 
as by whom . Care should be taken to 
ensure tha t th is  approach does not 
resu lt in s tigm a /d iscrim ina tion  fo r a 
household or violate the confidentia lity 
o f people living in tha t home.
The in d e x -p a tie n t m ode l is o ften  
in co rp o ra te d  in hom e-based  care 
p rog ram m es. W ith  th is  ap p ro a ch , 
health workers who trad itiona lly  visit 
the homes of the very sick to provide 
p a llia tive  ca re  (p r im a r ily  to  AIDS 
pa tien ts ) have begun to  in tro d u ce  
HBHTC to fam ily members. This model 
can be easily  ex tended  to  in c lu d e  
hom e-visits to  TB patients given the 
h igh ra tes o f H IV in TB pa tien ts , 
and vice versa. Index patients, and 
p o te n tia lly  th e ir  fa m ily  m em bers , 
may be linked to a com m unity  health 
w o rke r w ho  is p ro v id in g  se rv ices  
such as adherence fo llow-up, social 
services, or DOTS for TB patients.
The in d e x -p a tie n t m ode l o ffe rs  a 
num ber of potential advantages.
■ It may fac ilita te  hom e entry. The 
ongoing, trus ting  re la tionsh ip  w ith 
the com m unity  health w orker often 
m eans th a t a fo rm a l c o m m u n ity  
entry process is not necessary.
■ It can provide an op p o rtu n ity  for 
assisted disclosure.
■ It can target testing of people at high 
risk for HIV.
■ It may fac ilita te  de tection of high 
num bers of HIV-positive individuals, 
linking them  to treatm ent and care.
■ It ca n  p ro v id e  a p re v e n t io n  
o p p o r tu n ity  th a t in c lu d e s  risk  
reduction education, fam ily planning 
and safer pregnancy counselling, 
STI m a n a gem en t, and co n d o m  
distribution.
■ It m ay fa c ilita te  id e n tifica tio n  of 
persons living in discordant couples.
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This allows for early treatm ent of the 
HIV-positive partner, for the ir own 
health as well as preventing onward 
transmission to the negative partner. 
it also allows for annual re-testing of 
H iV-negative partners and linkage 
to male c ircum cis ion  for the HiV- 
negative partner of an HiV-positive 
woman.
A n u m b e r o f o th e r h e a lth  ca re  
in terventions may take place in the 
home or require home visits. Home 
de live ries  m ay provide o p p o rtu n ity  
for H B H T c , PM Tc T for the mother, 
and onward referral of the in fant for 
antiretrovirals. W hile the advantages 
of th is  approach inc lude  fac ilita tion  
of linkages, it may require additional 
training, extended roles and time, and, 
in some cases, may be hard to sustain 
w ithout external funding.
2.3 Self-testing
Home-based self-testing may increase 
universal access to HTc , addressing 
th e  d e s ire  fo r c o n v e n ie n c e  and 
c o n fid e n tia lity . A t p re se n t, th re e
main approaches are being explored: 
se lf-testing  program m es spec ifica lly  
ta rg e tin g  hea lth  w orke rs  and th e ir 
pa rtners , m a rke tin g  o f se lf-te s tin g  
kits through registered vendors (such 
as p h a rm a c is ts ), and  su p e rv ise d  
d is tribu tion  o f se lf-test kits th rough  
comm unity-based programmes. There 
is little  experience w ith com m un ity - 
based self-testing, and as such, scale- 
up of th is model -  from research to 
b roade r c o m m u n ity  access -  w ill 
re q u ire  an ev id e nce -b a se  both to 
optim ize delivery and referral systems 
and to design strategies to m inim ize 
adverse effects and maximize positive 
social im pacts. The greatest concerns 
w ith  hom e-based  s e lf- te s tin g  are: 
the  po ten tia l absence  o f pre- and 
post-test counse lling  and fo llow -up  
m echanisms, the potential for adverse 
consequences pa rticu la rly  fo llow ing 
a positive  resu lt, and  the  lack o f 
quality assurance systems to ensure 
tests are not m isused, tha t results are 
accurate, and tha t appropriate linkage 
to care takes place. Pilot programmes 
are underw ay tha t w ill assess these 
concerns and the potential for future 
scale-up.
3.1 Setting a national 
strategy for HBHTC
A co u n try ’s overall H B H T c strategy 
should  be agreed upon at a national 
leve l, as it has th e  p o te n tia l to  
contribute to universal access to HIV 
testing . Through HBHTC, providers 
are able to detect new cases of HIV 
and to increase testing am ong people 
who may otherwise not choose to test. 
S e tting  na tiona l ta rge ts  w ith in  the 
fram ework of a national strategy allows 
geographic and population areas to be 
app ropria te ly  prio ritized  for HBHTC 
and available data to be used to inform 
service delivery.
3.2 Coordination of 
partners conducting 
HBHTC
H BH TC  m ay be inco rpo ra ted  as a 
programmatic strategy by organizations 
and agencies w ith su ffic ien t capacity, 
appropria te ly tra ined staff, and high 
q u a lity  con tro l s tandards, provided 
the ir plans fit in w ith the national HIV/ 
AIDS strategy and the country priorities 
fo r H BHTC. Each p rogram m e may 
have an overall target for testing tha t 
they contribu te  to the national plan.
The pe rson  re s p o n s ib le  fo r HIV 
services at the regional or d is tric t level 
should have a complete understanding 
o f w ha t is c u rre n tly  h a p p e n in g  in 
the region or d is tric t in term s of the 
location and capac ity  o f HTC sites, 
a v a ila b ility  o f re fe rra l po in ts , and 
partners delivering HBHTC services. 
Partner m app ing  at the  regional or 
d is tr ic t level a llows fo r app rop ria te  
prioritisation of underserved areas and 
prevents overlap of services between 
partners.
3.3 How organizations 
are authorized to 
conduct HBHTC
O rgan iza tions  c o n d u c tin g  H BH TC  
s h o u ld  w o rk  w ith in  th e  n a tio n a l 
s t r a te g ic  f r a m e w o rk  fo r  H IV / 
A IDS. M any co u n tr ie s  requ ire  tha t 
im plem enting organizations first obtain 
w ritten authorization from the Ministry 
o f Health (M OH). In order to  obtain 
th is authorization, most MOH’s require 
organizations dem onstra te  how they 
plan to meet the standards set out in 
the national HTC guidelines -  outlining 
any existing experience in home-based 
or c o m m u n ity  w ork, HTC, and the 
provision of quality-assured services.
A dd itio n a lly , o rgan iza tions  m ay be 
required to dem onstrate evidence tha t 
three conditions are in place.
1. Their personnel levels are adequate 
(see section 4).
2. The infrastructural requirements are 
met as per the national guidelines.
3. Laboratory supervision mechanisms 
are in p lace, in c lu d in g  a nam ed 
laboratory technologist responsible 
for on-site support, consultation and 
technical support supervision, and 
tra in ing for and im plem entation of 
external q u a lity  assurance (EQA) 
by staff conducting  HIV testing (see 
section 11.1).
It may be advantageous to authorize 
im p lem ente rs  w ith  prior experience 
and expertise in HTC service delivery, 
log istics, and qua lity  assurance, as 
th e se  a sp e c ts  a re  im p o r ta n t fo r 
successful HBHTC programmes. For 
index-patient programmes, preference 
should be given to experienced HTC 
service providers tha t are well known 
and respected in the  co m m u n itie s  
in w h ic h  th e y  w o rk . C a n d id a te
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programmes should be able to ensure 
su cce ss fu l lin kage  to  p re ve n tio n , 
trea tm ent, care, and o ther services 
follow ing testing, as appropriate.
3.4 Human resources for 
HBHTC
HBHTC service providers should be 
trained and certified in HTC according 
to the official M inistry of Health HTC 
cu rricu lum  or equivalent. (Section 4.3 
provides suggestions for interviewing 
HTC service providers and assessing 
the ir level of skill.)
O rg a n iz a tio n s  w ill b e n e fit  fro m  
em ploying experienced HTC service 
providers (i.e. w ith at least one year’s 
e x p e r ie n c e ) . A d d it io n a l t ra in in g  
fo r c o n d u c tin g  H BH TC  is h ig h ly  
recom m ended as these providers are 
likely to deal w ith cha lleng ing home 
and  c o u n s e llin g  s itu a tio n s  m ore  
often than other HTC providers, and 
w ill e n co u n te r a d d itio n a l p la n n in g  
co n s id e ra tio n s  not pa rt o f typ ica l 
HTC tra in ing . HBHTC tra in in g  may 
be in c lu d e d  as pa rt o f th e  basic 
tra in in g  be fo re  se rv ice  p ro v is io n  
begins, or provided later in the form 
of additional modules during  refresher 
tra in in g s  or su p e rv is io n  m ee tings  
(som e s u g g e s tio n s  a re  o u tlin e d  
be low ). H BH TC  se rv ice  p rov ide rs  
will likely face more challenges than 
trad itiona l vo luntary counselling and 
tes ting  (VCT) and p rov ide r-in itia ted
testing and counselling (PITC) service 
providers; because of th is , HBHTC 
services m ust address the  need to 
counsel a range of clients -  fam ilies, 
couples and partners, ch ild ren , and 
adolescents -  with a particular focus on 
negotiating gender dynamics and other 
challenging dom estic circum stances. 
Because HIV rapid testing may occur 
under less than favourable conditions, 
tra in ing  and prior experience will also 
b e n e fit H BH TC  se rv ice  prov iders . 
Service providers doing HBHTC should 
be healthy, as the w ork is physically, 
logistically and m entally dem anding, 
and w illin g  to  w o rk  fle x ib le  hours. 
W ork ing  hou rs  m ay in c lu d e  early 
m ornings, late evenings, holidays, and 
w eekends. A w ork ing  know ledge of 
both the local language and cu ltu re  
(includ ing dress codes and beliefs) will 
benefit the programme.
3.5 Test kits to be used 
for HBHTC
HIV rap id  tests shou ld  be used for 
H BH TC. Testing a lgo rithm s shou ld  
follow the national-validated algorithm 
for HIV diagnosis. Oral flu id  testing 
may also lend itself well to  HBHTC, 
as there is a reduced need for sharps 
disposal measures (see section 5.9). 
P rogram m es m ay w ish  to  use oral 
flu id tests for HBHTC, where they are 
nationally approved or licensed, and 
accom pan ied  by q u a lity  assurance 
methods for testing (see section 11.1).
A wide range of individuals may be involved in providing 
home-based HIV testing and counselling (HBHTC) 
services. This includes programme managers, field 
coordinators, data managers, supervisors, HBHTC service 
providers, community health workers (CHWs), and/or 
mobilizers and community leaders. The structure of the 
programme, clarity of roles and responsibilities, as well 
as the process by which staff are recruited and retained, 
are contributing factors to the success of the programme. 
Some areas of consideration are discussed below.
4.1 Programme structure 
and composition of a 
HBHTC team
HBHTC programmes will vary in terms 
of the ir structure and staff composition 
d e p e n d in g  on n a tio n a l resources 
and context. Many program m es will 
have a s im ila r basic s truc tu re  -  an 
example of w hich is laid out in figure 
1 below -  however, titles  and roles 
w ith in  program m es w ill vary s lightly 
from place to place, as will the ratio 
o f su p e rv iso rs  to  H BH TC  se rv ice  
providers. In countries where CHWs 
provide HBHTC, technical supervision 
and support may be provided by HTC 
staff at a nearby health centre. Before 
starting a HBHTC program it is helpful 
to have m in im um  staffing in place, for 
example:
■ At least four certified HTC service 
p ro v id e rs  w h o  w e re  t r a in e d  
according to the approved national 
curricu la  in counselling and in HIV 
rapid testing and have a m in im um  
of one year of experience.
■ A m in im u m  o f one team  leader 
o r co u n se llo r su p e rv iso r w ho  is 
available at the site or in the area 
where HTC is being conducted. For 
larger programmes there should be
one counsellor supervisor for every 
10 HBHTC service providers.
Two CHWs or m ob ilize rs , idea lly 
one male and one female, per 200 
households.
4.2 Roles and 
responsibilities of 
different personnel in 
HBHTC
Roles and responsibilities should be 
clearly explained in job descriptions and 
person specifica tions (qualifications, 
s k ills , and exp e rie n ce  needed) to 
ensure  c la rity  o f the  H BH TC  team  
m em bers’ roles. For certain positions -
e.g. laboratory supervisors or national 
reference laboratory staff -  existing job 
descriptions may need to be amended, 
as HBHTC would be only one of the 
duties required of tha t person. Well- 
w ritten  job  descrip tions and person 
s p e c ific a tio n s , based on na tiona l 
standards, w ill help w ith recruitm ent, 
se lec tion , tra in in g , app ra isa l, and 
supervision of new team members.
■ Programme manager: is responsible 
fo r  o v e ra ll m a n a g e m e n t and  
le a d e rs h ip  o f th e  p ro g ra m m e , 
including programme design, support
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Figure 1: Example organogram for HBHTC
National
Reference
Laboratory
P r o g r a m m e  M a n a g e r
Field Coordinator
Data
Management
Team
Laboratory
Supervisor
Counsellor
Supervisor
Community 
Liaison Officer
10 HBHTC Service Providers 10 Community Health Workers./ Mobilizers
Com m unity Leaders
fo r all levels o f the  program m e, 
p ro b le m  so lv in g , and  fin a n c ia l 
oversight. The programme manager 
liaises w ith the National Reference 
Laboratory and data m anagem ent 
team, and the M inistry of Health, the 
latter having oversight of programme 
monitoring and evaluation.
F ie ld  co o rd in ato r: has oversight 
o f the various team s in the  fie ld, 
including HBHTC service providers, 
cHW s, and/or mobilizers; develops 
jo b  d e s c r ip tio n s  and  oversees 
r e c r u i t m e n t ;  l in e  m a n a g e s  
supervisors and com m unity liaison 
o ffice rs ; has overall responsib ility  
for m apping the location; ensures 
s u p e rv is io n  ta k e s  p la c e  in 
co o rd in a tio n  w ith  d is tr ic t M o H , 
as well as w ith in  the program m e; 
provides logistical and programme
direction; collates and reviews data; 
provides supervision support; and 
plans for external quality assurance 
w ith  th e  N a tio n a l R e fe re n c e  
Laboratory (see section 11.1).
D a ta  m a n a g e r: m a n a g e s  the  
IT s p e c ia lis ts  a n d  d a ta  e n try  
technicians, oversees GPS systems, 
and is responsible for data security 
and quality.
Com m unity liaison officer: arranges 
m eetings w ith local adm inistration 
and com m unity leaders; recruits and 
supervises cHW s; and coordinates 
m apping of the location, including 
local service de livery points; and 
understands barriers to uptake of 
services. it is recom m ended tha t 
each com m un ity  liaison officer be 
responsib le fo r approxim ate ly 10­
20 cHW s.
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Counsellor supervisor: supervises 
and  s u p p o rts  H B H T c  se rv ice  
p ro v id e rs . t h e  ro le  o f H B H T c  
s e rv ic e  p ro v id e r  s u p e rv is o r  
in c ludes  suppo rtive  su p e rv is io n , 
a d m in is t r a t iv e  s u p e r v is io n ,  
and  re fre s h e r t r a in in g . Som e 
o rg a n iza tio n s  d iv id e  th e  ro le -  
choosing a senior H B H T c service 
provider to handle the administrative 
issues and  a tra in e d  s u p p o r t 
supe rv iso r to  p rovide supportive  
superv is ion . Ideally, there  should 
be a one-to-ten ratio of supervisors 
to H B H Tc service providers. 
L a b o ra to ry  su p erv iso r: ensures 
conditions are m et for accurate test 
results to  be given in all settings 
where testing is done. Depending on 
the size of the programme and the 
strengths of the host organization, 
la b o ra to ry  s u p e rv is io n  m ay be 
conducted by the programme and/ 
or by an external entity. A systematic 
approach to laboratory supervision 
and quality assurance is required in 
any HTC programme, and particular 
attention should be given to HBHTc, 
g iven the  adverse e n v ironm en ts  
u n d e r w h ic h  te s t in g  m ay be 
undertaken. W herever possible, the 
national reference laboratory and 
its decentralized systems should be 
involved in order to ensure regular 
supervisory visits.
H B H TC  service provider: conducts 
fa m ily -c e n tre d  H BH TC  and H iV  
rapid testing ; adheres to standard 
o p e ra ting  p rocedures  fo r te s ting  
and counselling; collects data using 
standardized forms; and visits local 
c lin ics and referral points. 
C o m m u n ity  h e a lth  w orker a n d /  
or m obilizer: undertakes m apping 
o f h o u se h o ld s , p lays a ro le  in 
c o m m u n it y  a n d  h o u s e h o ld  
e n try , p ro v id e s  H iV  e d u c a tio n  
a n d  in fo r m a t io n ,  s c h e d u le s  
appo in tm en ts  fo r HBHTC service 
providers to v is it hom es, ensures
s e c u rity  o f th e  H BH TC  se rv ice  
p ro v id e rs , and  tra c k s  se rv ice  
linkages. in some settings, CHWs 
are also tra ined in HBHTC service 
provision, in w h ich  case they will 
require support from the ir mobilizer.
4.3 Recruitment and 
training of HBHTC service 
providers
it is im portan t to a ttract, tra in , and 
retain people w ith the right skills and 
attitudes not only to support programme 
quality, but also the e ffic ien t use of 
resources in recru itm ent and training. 
Providing a clear job  description and 
preview can help make people aware 
of w hat the job  will entail.
H BH TC  se rv ice  p rov ide rs  m ay be 
recruited locally or nationally, provided 
they meet the standards set out in the 
national gu idelines. The advantages 
of local recru itm ent are that HBHTC 
service providers may have a better 
u n d e rs ta n d in g  o f lo ca l cu s to m s  
and language. However, as HBHTC 
programmes benefit from the selection 
of experienced HTC service providers 
(see  s e c tio n  3 .4 ) ,  o v e rre lia n c e  
on re c ru itm e n t o f H BH TC  service 
providers from one area risks depleting 
local w e ll-es tab lished  HTC services 
of the ir m ost experienced sta ff and 
thus s tra in ing  w ork ing  re la tionships 
w ith  o the r co lleagues. S election of 
HBHTC service providers should be 
based on the  jo b  d e scrip tio n s  and 
person specifications, and include a 
w ritten and skills-based interview, or 
other process that assesses skills and 
experience, particularly in couples and 
fam ily counselling.
All HBHTC service providers should 
receive tra in ing based on programme 
needs (guided by the job  descriptions) 
and be e q u ip p e d  to  a dd ress  the  
various problems they are likely to face
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in the field. Additional tra in ing  may be 
received through pre-service tra in ing 
or as a m odu la r package delivered 
in-service through ongoing refresher 
tra in ings or support supervision. The 
types of topics to be included should 
be drawn from the following:
■ P ro g ram m e needs: M ethods for 
m a p p in g : use o f physica l m aps 
or lists o f residents, use of global 
positioning systems (GPS), use of 
landm arks to  locate hom es; data 
h a n d lin g  and  use; hom e and 
com m un ity  entry; referral d irectory 
and linkage track ing ; and qua lity  
assurance
■ C lin ic a l u p d a te s : M e th o d s  fo r 
e x p la in in g  s e ro d isco rd a n ce , TB 
screening, STI screening, PMTCT, 
fam ily planning needs assessments, 
v o lu n t a r y  m e d ic a l  m a le  
circum cision, early in fant diagnosis 
(inc lud ing  practical aspects of the 
collection of dried blood spots from 
infants), and the  im portance and 
benefits of HIV care and treatm ent
■ C o u n s e llin g  s k ills : M ethods for 
understand ing  and exp la in ing the 
social context of HIV risk, including 
couple serodiscordance, m ultip le - 
co n cu rre n t partnersh ips, gender- 
based vio lence, and ch ild  sexual 
abuse ; and the  need fo r fa m ily  
education and disclosure (includ ing 
between partners and to children), 
ch ild  and ado lescent counselling, 
home-based marital and relationship 
counselling, and specific counselling 
for alcohol abuse and psychological 
and emotional abuse. W orking with 
key popu la tions , in c lu d in g  h ig h ­
risk negatives, at higher risk of HIV 
exposure1. The counsellor will also 
need to be able to define ‘w indow 
p e rio d ’ , e xp la in  w hen  and  w hy
1 This refers to those most likely to  be exposed to  HIV 
or to  tran sm it it. Key populations inc lude  m en who 
have sex w ith  m en, tran sgender persons, people 
who in ject drugs, sex w orkers and th e ir  clients, and 
seronegative partners in serodiscordant couples.
retesting is required, and provide 
brief motivational interviewing
■ S e lf -c a re :  B u rn o u t p re ve n tio n  
s t r a te g ie s ,  s e l f - a w a r e n e s s ,  
transference, stress m anagement, 
and support to c lients on managing 
actual stigma and self-stigma.
4.4 Recruitment and 
training of community 
health workers/ 
mobilizers
C o m m un ity  hea lth  w o rke rs  (CHW) 
or m ob ilize rs  shou ld  be respected 
m em bers re c ru ite d  from  th e  local 
com m unity. R ecruitm ent is generally 
restricted to individuals who are over 
18 years of age. Local chiefs or leaders 
may select a pool of individuals who 
are then interviewed to ensure they 
m ee t p ro g ra m m e  c r ite r ia  (b e in g  
literate in order to book appointm ents, 
understanding confidentia lity  etc. -  as 
described in the person specifications). 
W h e re  C H W s a re  e x p e c te d  to  
perform testing and counselling, the 
recruited individuals should meet the 
national s tandards fo r HTC service 
providers. In countries where CHWs 
provide HBHTC, an outreach model 
may be em p loyed . H BHTC service 
providers are techn ica lly  supervised 
and supported  by HTC s ta ff a t the 
nearby health centre . A num ber of 
characteristics of the  CHWs may be 
taken  in to  a c c o u n t in re c ru itm e n t 
to  be tte r m eet p rog ram m e needs, 
including:
■ recru iting s im ilar num bers of men 
and w om en so they can w ork in 
pairs if possible;
■ ta k in g  re lig ion  in to  a cco u n t and 
recru iting from  a range of religious 
persuasions;
■ preferentially selecting people living 
openly w ith HIV in the com m unity;
■ recru iting  CHWs from  am ong the
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also provides com m unity  leaders with 
the correct inform ation they can then 
com m unicate  w ith the public.
5.3 Mapping of location
Prior to  im p lem en ta tion  in a given 
area, H BH TC  p rogram m es shou ld  
first develop a detailed map displaying 
a n d /o r  l is t in g  th e  lo c a tio n  and 
inhabitants of individual households. 
This may be done by accessing maps 
adm inistrative units developed by the 
governm ent bureau of statistics, or as 
a participatory m apping exercise with 
the local com m unity. The m ap used 
by the program may be hand-drawn 
or d ig ita l, d e p e n d in g  on resources 
and the accuracy and deta il o f the 
m ethod. In many cases, hand-drawn 
maps may be more up-to-date than 
other options. If images of the planned 
area are available at high resolution, 
Google Earth, a free resource available 
to download, w ould be a useful tool 
for th is exercise1. M apping allows for 
HBHTC services to be provided in a 
systematic manner, for exact coverage 
to be determ ined, and workload and 
trave l tim e  to  be es tim ated . Social 
m apping conducted w ith com m unity 
leaders can identify both gatekeepers 
for particular religious or e thnic groups 
and  c o m m u n ity -  and  fa ith -b a s e d  
organizations for fo llow-up support.
For d o o r - to -d o o r  p ro g ra m m e s , 
m app ing  shou ld  ind ica te  ind iv idua l 
homes or structures w ithin a village or 
homestead (or cluster of buildings in 
an urban area), whether or not they are 
occupied, and details of the individuals 
living there. While a GPS system may
work well in some areas2, others may 
require specific locator information, e.g. 
landmarks, if necessary. In dense urban 
settings, mapping may include physical 
n u m b e rin g  o f the  houses w ith in  a 
g iven c lu s te r and ind iv idua l doors 
w ith in a given structure. Additionally, 
populations in urban settings are often 
h igh ly  m ob ile  and H BH TC  service 
providers may find properties vacant 
or occupied by new tenants, and thus 
requiring service providers to update 
th e ir  reco rds . O nce th e  m a pp ing  
for door-to-door program s has been 
completed, programmes should provide 
feedback to the relevant administrative 
authorities. In contrast, organizing for 
home-based testing using the index­
patient model requires the tim ing and 
location of testing to be planned around 
the existing cohort of H IV-positive or TB 
patients enrolled in care.
The end result of the m apping process 
is tha t programmes know who is living 
w here , w ha t p o p u la tio n s  th e y  are 
serving, and how to access them .
5.4 Determining 
availability of follow-up 
services
It is of c ritica l im portance  th a t any 
H B H Tc programme provide linkages 
to  fo llo w -u p  ca re , tre a tm e n t, and 
prevention services. HBHTC service 
p ro v id e rs , th e ir  s u p e rv iso rs , and 
m anagers  sh ou ld  have a d e ta iled  
knowledge of the local health facilities 
and other service delivery points for 
HIV care and prevention, inc lud ing  
the capacity of these services to enrol 
or a ccom m oda te  new ly d iagnosed
1 Free download available at http ://w ww.google.com / 
earth/dow nload/ge/agree.htm l
2 GPS systems have been known to fail and all data 
can be lost. A backup system should be considered.
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Since home-based HIV testing and counselling (HBHTC) 
may be conducted in remote areas -  far from an HTC 
facility or organization's headquarters -  careful planning 
is required to ensure a successful programme. The 
sensitisation of community leaders and mobilization of 
community members is essential to planning for HBHTC 
(see section 6.1), and should be started in parallel w ith 
the logistical planning that is covered in this section. An 
important initial activity is to create a detailed action plan 
that shows activities, timeframe, responsible individuals or 
partners, budget, and measurable indicators.
5.1 Choosing the location
W hen c o n s id e r in g  g e o g ra p h ic a l 
areas, o rgan iza tions  au th o rize d  to 
conduct door-to-door H B H T c should 
liaise w ith the regional, provincial, or 
district health management teams (see 
section 3 .2 ) to ensure tha t the  area 
chosen meets national objectives for 
HTc  (based on prevalence, access 
to services, e tc.), to allow  fo r better 
p la n n in g , and  to  avo id  o ve rla p  
w ith  o the r hom e-based, m ob ile , or 
outreach HTc  activities. Additionally, 
organizations should work closely with 
both the provincial administration team 
and the local com m unity  (see section 
5.2) to define priority areas. Recipients 
of HBHTc  should be linked with follow- 
up HIV prevention, care, treatm ent, 
and support services (see section 9), 
and fo r th is  reason a geograph ica l 
location should be chosen tha t has at 
least one accessible A r t  delivery point 
(whether facility-based or mobile) w ith 
the capacity to  enrol new patients.
5.2 Consulting 
stakeholders
Stakeholder involvement is critical and 
shou ld  o ccu r early in the  p lann ing  
process. Im po rtan t s takeho lde rs  to 
involve outset of the project include:
■ provincial or regional health teams 
d is tric t health teams 
provincial adm inistration (includes 
com m issioners, d is tric t officers and 
chiefs)
re lig ious and co m m u n ity  leaders 
(inc lud ing  village elders) 
p a rtn e r/co m m u n ity  o rgan iza tions 
w orking in the area.
The o b je c tiv e  o f th e  m e e tin g  is 
to exp la in  the  ra tiona le  beh ind  the 
cho ice  o f a pa rticu la r area, provide 
an opportun ity  to address questions 
and  c o rre c t any  m is c o n c e p tio n s  
about the programme, and involve the 
com m un ity  in the p lanning process. 
Engaging s takeho lders  early  in the 
process helps to ensure “ buy-in ” for 
the project at many levels. th e  meeting
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target population where possible; for 
example, for programmes w orking 
w ith key populations at higher risk 
of HIV exposure.
W hile  CHWs a n d /o r m ob ilize rs  are 
o ften  vo lun tee rs , they  m ay have a 
form ally recognized role in the M inistry 
of Health. In such cases they should 
be provided w ith  a da ily  s tipend to 
cover food and transportation; T-shirts, 
caps, and bags w ith the programme 
and M in is try  o f H ea lth  logos; and 
formal ID cards. CHWs should undergo 
tra in ing  (at least/approxim ately three 
days) tha t includes basic inform ation 
abou t HIV in fection , issues specific  
to  s e ro d is c o rd a n t c o u p le s , and  
details of the programme and referral 
sites. T ra in ing  shou ld  also inc lude  
approaches to be used to engage a 
fam ily (as opposed to individuals) in 
support of HIV testing and counselling, 
and to support newly diagnosed HIV- 
positive individuals to take up linkage 
to  care. C om m un ity  health w orkers 
and mobilizers are often encouraged 
to undergo a full HTC session during 
the  tra in in g  period, g iv ing them  an 
accura te  p ic tu re  of w ha t household 
m em bers can expect during HBHTC 
and increasing com m unity confidence 
in the CHWs’ knowledge of HIV and 
the testing and counselling process.
4.5 Staff retention
Staff retention is an im portant part of 
program m e quality. Some retention 
p ro b le m s  are ca u se d  by peop le  
en te ring  jobs for w h ich  they are ill- 
suited -  due to either a lack of interest 
or inadequate tra in ing -  and the job 
preview can help with this. Programmes 
tha t invest in the tra in ing of staff (see 
sec tion  3 .4 ) shou ld  a lso co n s id e r
the  system s they  have in p lace to 
encourage the retention of tra ined and 
experienced programme staff. Ongoing 
suppo rt and capac ity  deve lopm ent, 
through refresher tra in ing  and other 
means of professional developm ent, 
are e sp e c ia lly  im p o rta n t e lem en ts  
fo r both pa id  and vo lu n te e r s ta ff 
re ten tion . However, w o rk ing  w ith  a 
volunteer workforce can be particularly 
c h a lle n g in g  in H B H TC  and  m ay 
require innovative m ethods to retain 
or rem unerate service providers.
Administrative and logistical assistance 
is a s ig n if ic a n t sou rce  o f su p p o rt 
fo r H BH TC  se rv ice  p rov ide rs  and 
com m unity  health workers/m obilizers 
a lik e . W ha t is n eeded  w ill va ry  
between sites and programmes, but 
may include such th ings as transport 
between locations or the provision of 
boots, um brellas, hats, airtim e, and 
d rink ing  water dispensers at satellite 
o ff ic e s . W ith  som e p ro g ra m m e s, 
HBHTC service providers may come 
from  all over the country. They are 
away from  th e ir fam ilies , and have 
a s trenuous schedu le , w h ich  often 
includes w orking weekends. Allowing 
H BH TC  se rv ice  p rov ide rs  to  take  
c o m p e n s a tio n  days fo r o ve rtim e  
w ill help to sustain the ir fam ily  and 
personal relationships, and allow for 
rest and re juvenation . P rogram m es 
also need to ensure the  health and 
w e llb e in g  o f p rov iders  w ho face a 
num ber of health and other risks (see 
section 5.9). This includes providing 
proper m edical coverage, access to 
post-exposure prophylaxis for HIV and 
rabies, Hepatitis B vaccinations, and, 
where necessary, TB diagnosis and 
trea tm en t. A supportive  a ttitu d e  to 
occupational health can ensure tha t 
providers feel well taken care of and 
are retained w ith in the programme.
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individuals. A strategic m eeting with 
representatives of the d is tric t health 
m anagem en t team , or e q u iva le n t, 
can id e n tify  serv ices fo r the  ta rge t 
co m m u n ity . T h is  fin a l p ro d u c t of 
th is  m eeting cou ld  take the form  of 
a contact list or d irectory of services. 
P rog ram m e s ta ff sh o u ld  v is it the  
fo llow ing  serv ice  de live ry  po in ts to 
c o n firm  o p e n in g  tim e s , se rv ices  
offered, waiting tim es, and cost:
■ n e a re s t AR T c l in ic ( s )  a n d /o r  
provider(s)
■ nearest PMTCT services
■ local prim ary health care centres
■ voluntary medical male circumcision 
points
■ TB screening points
■ STI screening and treatm ent
■ fam ily  p lanning  and reproductive  
health services
■ support groups for people living with 
HIV
■ o th e r p re v e n tio n  se rv ice s  and 
groups.
Support groups for d iscordant couples, 
post-test clubs, youth groups, nutrition 
programs, post-rape care services, and 
legal assis tance (see section 12.3) 
should also be included as im portant 
resources. A good w orking knowledge 
of the referral points w ill allow HBHTC 
service providers to inform  clients of 
w hat to  expect and will make it easier 
to  co lle c t data th a t tra cks  w hether 
ind iv idua ls  have success fu lly  taken 
up the services offered (see section 9).
5.5 Planning return visits
HBHTC offers a un ique opportun ity  
fo r H BH TC  se rv ice  p rov ide rs  and 
com m un ity  health workers to provide 
fo llo w -u p  or re tu rn  v is its , a llow ing  
them  to:
■ m e e t h o u se h o ld  m e m b e rs  not 
available at the first visit
■ re tu rn  to  h ouseho lds  th a t have 
requested a return visit
provide re-testing based on recent 
risk behaviour or exposure3 
fo llow-up w ith clients/patients who 
have tested positive fo r HIV, and 
offer support, including support with 
disclosure
track referrals and linkages to follow- 
up services (see section 9)
■ w ork out w hat barriers m ight need 
to be addressed to facilitate linkage 
to fo llow-up services
■ educa te  househo ld  m em bers on 
the  im portance of early care and 
treatm ent
■ c h e c k  a cce ss  to  m a le /fe m a le  
condom s
be aware o f any adverse events 
in the household such as gender- 
based violence, stigma, or coercion.
The program m e shou ld  estab lish a 
policy on when and how often return 
visits w ill be made to make effic ient 
use o f HBHTC providers ' tim e  and 
program m e resources. For example, 
in a particu lar area, the programme 
may set a m axim um  o f three return 
visits w ith in a given tim e period. It is 
helpful to have at least one weekend 
day available when HBHTC providers 
are able to make appo in tm ents and 
find fam ilies together in the home. It is 
im portant for HBHTC service providers 
to adhere to the  spec ific  dates and 
appoin tm ent tim es suggested by the 
clients, as most failed appointm ents 
are th e  d u e  to  H B H T C  se rv ice  
p ro v id e rs  m is s in g  a p p o in tm e n ts . 
Rem inders (phone calls, SMS, etc.) 
are an effective ways of con firm ing  
fo llow-up visits.
3 D e live ring  H IV  tes t resu lts  a n d  m essages fo r  re ­
tes ting  a n d  co u n se llin g  in  adu lts . G eneva, World 
Health O rganization, 201 0 . h ttp ://w hq libdoc.w ho.in t/ 
pub lica tions /2 010 /97892 41599 115_en g .p d f
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5.6 Planning for data 
collection, protection, 
and storage
The national H Tc register should be 
used in H B H T c . Data co llected  for 
program m e p lanning  purposes may 
in c lu d e : th e  s tre e t add ress , GPS 
co o rd in a te s  or d e s c r ip tio n  o f the  
loca tion  us ing  la n d m a rks  (lo ca to r 
inform ation), and the named referral 
points. Additional inform ation required 
fo r m on ito r in g  and eva luation  (see 
se c tio n  10) w ill va ry  by se ttin g , 
e p id e m ic  type , and na tu re  o f the 
programme. H BH Tc  service providers 
should also record the inform ation of
anyone who declines to test in order 
to  plan fo r fu tu re  v is its  and m ore 
accura te ly  ca lcu la te  H T c  uptake. It 
is im portant tha t data-collection forms 
shou ld  not take  too  m uch  tim e  to 
complete.
Data se c u rity  is very im p o rta n t in 
HBHTc . in order to facilitate the uptake 
and  fo llo w -u p  o f linkages, c le a rly  
identifiab le data are required. H BH T c 
service providers may there fo re  be 
w alking around the com m un ity  with 
da ta  th a t in c lu d e  nam es, loca to r 
in fo rm a tio n , and H iV  te s t resu lts . 
P ro g ra m m e s  m u s t p lan  fo r how  
H B H T c  service providers w ill safely
Table 1: Suggested supplies for HBHTC
H B H T C  s e r v ic e  p r o v i d e r
General Rucksacks or  bags w i th  mult ip le com partm ents
C o o r d i n a t o r / F i e l d  O f f i c e
Cool boxes
Therm ometers
Testing Supplies Test kits, lancets , cap i l la ry  tubes, buffer, small 
p last ic  test ing sur face  (e.g. cutt ing board)
Supplies fo r  dr ied blood spot sampling, if used 
Cotton w oo l ,  a lcohol  w ipes ,  tissues
Laminated sheets  w i th  v isual rapid tes t  results 
display; timers
Portable sharps con ta iner ;  b iohazard w as te  bag 
M a le  (and female) condoms; peni le model
Spare s tock  su f f ic ien t  fo r  1-2 w eeks  
before cen tra l  re -s tock ing
Rack fo r  drying dr ied blood spots
Data Supplies E lec tron ic  or  paper-based
Plast ic w a l le ts  so papers /PDAs do not ge t soaked 
in the rain
Spare s tock  su f f ic ien t  fo r  1-2 w eeks  
before cen tra l  re -s tock ing
Lockable cupboard  fo r  data secur i ty
Transport W alk ing ,  publ ic or  ar ranged t ranspo rt ,  o r  b icyc les  
in rural areas
M o to rb ike  or  a cce ss  to veh ic le
Safety M ob i le  phones w i th  ne tw o rk  used in the  area 
being tes ted, airt ime su f f ic ien t  fo r  w o rk  in the 
fie ld, identi ty  cards
M ob i le  phones w i th  n e tw o rk  used in 
the area being tes ted, airt ime suff ic ient 
fo r  w o r k  in the f ie ld, iden t i ty  cards
First aid kits
Snake an t i-venom
PEP fo r  HIV and rabies (or re ferral 
points  fo r  ART and rabies vacc ine  
identi fied at  health faci l i t ies)
Personal Rain gear, w a te r  bott les,  hand sanit izer, to rches ,  Rain gear, w a te r  bottles, hand sanitizer,
sa fa r i  boots/gum boots, um bre l las /caps  to rches ,  safari  boots /gum boots,
umbre l las /caps
22 I Planning, implement ing, and monitor ing home-based HIV tes t ing  and counsel l ing
move around w ith data, and how and 
where data will be stored securely in the 
field. Electronic records and handheld 
e le c tro n ic  d a ta -e n try  dev ices m ust 
be password protected on a secure 
system and downloaded data stored 
accord ing to the legal requirem ents of 
the data protection act of the country 
concerned. Paper copies should be 
returned to supervisors and kept in a 
secure space in a field office on a daily 
basis. H BH Tc service providers should 
not be walking around w ith more data 
than they need on any particu lar day.
5.7 Supplies
In H B H T c , th e  s u p p ly  o f k its , 
consum ab les, and reagents should 
be the same as for any H Tc setting, as 
set out in the national HTc  guidelines. 
Adequate planning and forecasting will 
help m inim ize stockouts. Supervisors 
need to  ensure th a t providers have
adequate supp lies available at the ir 
testing point, or at a com m on point 
(satellite office), when H BH T c  service 
providers need to re-stock. Providers 
s h o u ld  pay c a re fu l a tte n tio n  to  
ensure test kits do not exceed stated 
tem perature recom m endations during 
storage and transpo rt. All supp lies  
should be easily portable, and as with 
any HTc  the testing area m ust be a 
clean and flat surface. Additional items 
are listed in tab le  1. The list is not 
com prehensive but all carried items 
should be easily portable in a rucksack 
or on a b icycle as illustrated in the 
photos. The total weight tha t H BH Tc 
service providers carry should be kept 
to  a m in im um .
5.8 Security and transport
The involvem ent of the provincial and 
local adm inistration, local police, and 
c o m m u n ity  leaders in p lann ing  for
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HBHTC will ensure tha t security issues 
are rare, and if present, will be handled 
effic iently and effectively. Additionally, 
co m m u n ity  health w orkers (CHWs), 
drawn from the same com m unity being 
offered HBHTC, have local knowledge 
that can help non-local HBHTC service 
providers avoid dangers or difficulties. 
W ith th is in m ind, most programmes 
choose to have the CHW or mobilizer 
or arrive at the household before or 
w ith the  HBHTC service provider to 
provide the introduction.
It is adv isab le  fo r H BH TC  service 
providers to w ork in pairs (as far as 
possible th is should be one male and 
one female HBHTC service provider) 
-  each c a rry in g  a m ob ile  phone 
and ID badge at all tim es. In some 
instances, HBHTC service providers 
have been vulnerable to sexual abuse 
and allegations of sexual abuse against 
them  -  w orking in male-female pairs 
helps reduce these issues. Another 
advantage of w orking in pairs is that 
it g ives H BH TC  serv ice  p rov iders  
th e  o p p o rtu n ity  to  s tra teg ize  and 
problem solve when facing challenging 
counselling issues, home environments, 
or other d ifficu lt situations.
HBHTC service providers may also be 
exposed to a range of adverse weather 
and e n v ironm en ta l co n d itio n s  th a t 
should be considered in the planning 
phase when discussing how to best 
equ ip  HBHTC service providers. For 
exam ple , w a lk in g  in the  heat and 
d u s t be tw een h o m esteads  w o u ld  
requ ire  du rab le  w a lk ing  shoes and
extra d rin k in g  water. D epending on 
the distance and the terrain, a bicycle 
may needed to reduce travel tim e. In 
urban and inform al settlem ent areas, 
thugs and groups gathered around 
d r in k in g  e s ta b lishm e n ts  a lso pose 
th rea ts  to  H BH TC  service provider 
safety. HBHTC service providers and 
supervisors should plan for services 
to fin ish before sunset and for secure 
means of transport to  where they will 
be spending the night.
5.9 Biosafety and waste 
disposal
HBHTC should  m eet the standards 
for biosafety and waste disposal set 
ou t in the  national HTC guidelines. 
P o rta b le  p u n c tu re -p ro o f  s h a rp s  
containers should have a lid that can 
be resealed and must always be closed 
w hilst the HBHTC service provider is 
m oving between locations. These may 
include formal containers or makeshift 
c o n ta in e rs  such  as o ld  m e d ic in e  
bottles or th ick  plastic water bottles. 
Sharps containers should be disposed 
o f entire ly, not s im p ly  em ptied  out, 
as th is  increases the  risk o f needle 
stick injury. Proper disposal of sharps 
containers includes incineration at the 
appropriate facility. Waste bags should 
be tied and put in a separate section of 
the rucksack between sessions. Both 
should be returned to the central office 
for appropriate disposal. Oral flu id HIV 
testing (see section 3.5) may lend itself 
well to  H BHTC as it decreases the 
need for sharps disposal.
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Once the location has been agreed, stakeholders have 
been consulted, staff have been recruited, and logistical 
planning has been completed, the programme is ready 
to begin implementation -  in short, service providers 
need to enter homes to conduct home-based HIV testing 
and counselling (HBHTC). However, before they can do 
this, the programme needs to closely plan w ith the local 
community leaders and prepare the households for door- 
to-door services. A summary of the steps is laid out in 
Figure 2.
Figure 2: Steps in planning community entry for HBHTC
Rationale
A llow s areas to be appropriate ly prioritized fo r 
HBHTC and helps avoid duplication of efforts.
A lignm ent w ith  
national strategy
Involve stakeholders
Involvement of a w ide range of s takeholders 
a t regional level ensures buy-in and co rrec t 
com munication. It is an opportunity to c larify 
programme ob jectives and methods.
Support from  d is tr ic t o ffic ia ls  fac ilita tes
I buy-in from  local chiefs/com m unity leaders. Obtaining information or maps of other organizations providing services in the 
testing area creates com prehensive referral 
directories fo r each area.
Involve local area 
adm inistration
Programme managers meet w ith  local chiefs/ 
community leaders to  explain the ir purpose 
and obtain approval to move forw ard.
A ttend community 
meetings
Community 
sensitization and 
mobilization
Community meetings organized by local 
ch ie fs / community leaders help sensitize 
the com munity to HBHTC, a llow  people to 
ask questions, and may identify potential 
com munity mobilizers.
Door-to-door sensitization increases 
awareness. Community health w orke rs / 
mobilizers set up appointm ents w ith  
households. Strategies such as radio and 
public announcements, flie rs , and t-sh irts 
supplement door-to-door sensitization.
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6.1 Community entry
Gaining the support of the gatekeepers 
and opinion leaders in the com m un ity  
is th e  f irs t  s te p  fo r any H B H T c  
p rog ram m e to  ga in  en try  in to  the 
area chosen for door-to-door testing. 
o rg a n iz a tio n s  are w ise to  co n ta c t 
com m un ity  elders, religious leaders, 
tra d it io n a l ch ie fs , and o th e r local 
authorities and com m unity leaders well 
in advance of any programme starting 
in the ir area. F inding leaders tha t will 
cham pion H BH T c  can make a strong 
im pact and help boost the uptake of 
se rv ices. A  su p p o rtive  c o m m u n ity  
le a d e r can  m ake  th e  d iffe re n c e  
between no one accepting testing and 
alm ost everyone accepting it, and with 
few, if any, security issues.
6.2 Working with  
community health 
workers and/or 
mobilizers
C om m unity  health w orkers (CHWs) 
and/or m obilizers play a key role in 
mapping, com m unity entry, household 
entry, security of the H BH T c  service 
providers, and in the  tra ck in g  and 
follow-up of linkages (see section 4.4). 
In most settings, the CHW s/mobilizers 
in t ro d u c e  th e  H B H T c  s e rv ic e  
providers into the homes, but are not 
involved in the HTC process itself and 
generally do not learn the status of an 
individual. These mobilizers w ill leave 
the premises while the H BH Tc  service 
provider conducts the HTC process. 
This should be com m unicated clearly 
to c lients from  the outset.
Som e p rog ram m es choose to  use 
CHWs to assist w ith  lin k in g  c lien ts  
to fo llow-up services. in these cases, 
ve rba l co n se n t m us t be o b ta ined  
from  the clien t as to whom  his or her
status will be disclosed and for what 
purpose. In some s itua tions, where 
the c lien t has consented, HiV-positive 
clients may be introduced to an HiV- 
positive cH W  who not only supports 
them  th rough  the ir own d isc losure, 
but also helps them  to enrol in HiV 
care and treatm ent. if the c lien t does 
not consent, H B H Tc service providers 
should not d iscuss client issues w ith 
the cH W  after the session, nor disclose 
results to them .
6.3 Preparing the 
community
If the H B H T c program m e team has 
held inclusive and successful meetings 
w ith  s ta ke h o ld e rs  and c o m m u n ity  
le a d e rs , som e o f th e  c o m m u n ity  
p reparation  may o ccu r by w ord -o f- 
m outh through the ir networks. o the r 
ways o f ra is ing  aw areness in the 
com m un ity  about H BH T c  are: radio 
messages or church  announcem ents, 
c o m m u n ity  th e a tre /p e rfo rm a n c e s , 
and  c o m m u n ity  even ts . However, 
these  m e thods shou ld  be used to 
su p p le m e n t, ra th e r than  rep lace , 
m eetings w ith  ind iv idua ls , couples, 
and fam ily  groups to prepare them  
for testing.
6.4 Home entry
The prim ary role of cH W s is to visit 
households approxim ately one week 
before the H BH T c  service providers 
are due to arrive. Settings where stigma 
is high may require more preparation 
before HTc  services can be delivered, 
in order to improve acceptab ility  and 
uptake. During the preparatory visit, 
cH W s describe the H BH T c  process 
to household m em bers, and help to 
ensure uptake of testing by answering 
questions and addressing  concerns
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about H Tc. While there, cH W s should 
make note of convenient tim es most, 
if no t a ll, fa m ily  m em bers  w ill be 
available for HBHTC visits.
As part o f H BH Tc, service providers 
need to  e n te r  h om es and  it is 
im portant tha t they do th is in a way 
respectfu l o f c o m m u n ity  norm s. In 
most com m unities, providers enter the 
home or com pound using the main 
gate, follow the dem arcated route to 
the house, knock on the house door, 
and w a it to  be w e lcom ed. in some 
homesteads, perm ission is required 
to enter the com pound by calling from 
the  gate. For exam ple in Botswana 
one has to ask perm ission from  the 
gate to enter the yard by calling ‘koo 
koo’ and only w hen one receives a 
positive rep ly (ee, tsena), can one 
e n te r the  co m p o u n d . O nce in the 
home, the HBHTC service providers 
in troduce  them se lves and s ta rt the 
HTC process. In som e se ttings the 
CHWs or mobilizers may accom pany 
the  p rov ider to the  househo ld  and 
introduce them , but leave before an 
HTC session begins.
H BH TC  serv ice  p rov ide rs  need to 
be sensitive to cu ltura l and religious 
issues in a com m unity  or household, 
as these are central to the acceptance 
of the HBHTC service providers in the
home and to the uptake of testing. This 
includes how greetings are done, how 
homes are entered, who is addressed 
first, and w hat religious beliefs (e.g. 
regarding the tak ing  of blood or the 
ability to heal HIV infection) are held 
in the  househo ld . H BH TC  serv ice  
providers should exercise d iscretion 
when accepting hospitality in homes. 
In some areas it may be easier for 
the programme to have a policy that 
the HBHTC service providers politely 
decline  offers of hosp ita lity such as 
cups of tea, water, etc. unless such 
refusals m ight be considered rude and 
unacceptable.
HBHTC service providers encounter 
a n u m b e r o f s itu a tio n s  in hom es, 
in c lu d in g  m e d ic a l e m e rg e n c ie s , 
bedridden individuals, and the lack of 
food and basic necessities. These are 
usually a m uch higher priority to the 
fam ily than HTC. While HBHTC service 
providers should be sensitive to the 
im m ediate needs of the fam ily and try 
to support the fam ily to access help, 
HBHTC service providers also need 
to be clear about why they are there. 
They m ust also be aware of the lim it 
of the ir role and involvement, and may 
not be able to help the fam ily w ith all 
their immediate needs. Clear guidance 
from the programme can be helpful.
There are a number of ways in which to conduct home- 
based HIV testing and counselling (HBHTC), depending on 
who resides in the household. HBHTC service providers 
should be familiar w ith and feel comfortable providing HTC 
to any or all populations, and be aware of circumstances 
that may affect a household (see section 12). In the index­
patient model, the patient's partner(s) and children may be 
offered testing, as in the door-to-door model. Neighbours 
may come around and ask to be tested, and therefore 
programmes providing targeted testing (index-patient 
testing model) need to have policies on whether or not 
this is allowed.
7.1 Families
It is suggested th a t the  household  
receive general information about HTC 
as a group. This inc ludes  couples, 
polygamous groups, youth, children, 
d isab led  fa m ily  m em bers, and the 
e lderly . It is no t a lways c lea r w ho 
qualifies as a fam ily and a broad view 
defined as ‘those w ho eat from  the 
sam e p o t’ m ig h t in c lu d e  extended 
fa m ily  m e m bers  and  n e ig hb o u rs . 
The programme should clearly define 
who should be offered testing -  some 
may decide to offer testing to anyone 
who is present at the home when the 
HBHTC service provider arrives. Other 
programmes may choose to only offer 
testing to individuals who have resided 
in th a t hom e fo r a ce rta in  num ber 
o f m onths or are im m ed ia te  fam ily  
m em bers . P lann ing  and d e c is io n ­
m aking at programme level will help 
HBHTC service providers to effic iently 
determ ine to whom  they should offer 
te s tin g  w hen e n te rin g  hom es. The 
testing plan may need to be somewhat 
flexible, a llow ing for instances where 
the head of the household may have 
strong feelings about who should be
o ffe red  te s tin g  in th e ir  hom e, and 
these feelings should be respected. 
It is im p o rta n t fo r c o u n se llo rs  to 
rem em ber tha t a lthough the general 
in fo rm a tio n  can  be p resen ted  to 
groups, the consent process should 
be ind iv idua lized  (see section 8.2). 
Cultural norm s should be respected 
and ad justm ents  made accordingly. 
For example, it may be inappropriate 
for adults and ch ild ren  to be in the 
sam e in fo rm a tio n a l session  w hen 
sexual m atte rs  are d iscussed , and 
counsellors should be sensitive to this.
While a major aim of HBHTC is couples 
and fam ily  tes ting  and counse lling , 
th e  w h o le  fa m ily  is n o t te s te d  
simultaneously. Rather the fam ily may 
be given in fo rm a tion  abou t tes ting  
as a group, and then ind iv idua ls or 
couples should be offered testing. If 
both partners of the couple agree to 
accept HTC, they should be offered 
th e  o p p o rtu n ity  to  be co u n se lle d  
and tested together and receive the ir 
results together. A fter ind iv idua ls or 
couples are tested, children and young 
people may be offered HIV testing. The 
HIV status of the mother, the ages of
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ch ildren and young people, and their 
prior testing history w ill determ ine if 
and how counselling w ill take place.
Family disclosure has the potential to 
reduce stigm a, increase the uptake 
of care and treatm ent, and improve 
adherence, but it may take both time 
and negotiation in order to achieve 
th e se  goa ls. Young c h ild re n  and 
adolescents who may have acquired 
HIV from their mother should be tested, 
and th e re fo re  the  m o th e r ’s s ta tus 
should be disclosed to them  with her 
consent so tha t they can understand 
w hy they are being tested. Child and 
a d o lesce n t te s tin g  and  d isc lo su re  
issues are described in further detail in 
section 7.5. Although fam ily disclosure 
is su p p o rte d  in any HTC se tting , 
the  p rinc ip les  of co n fid e n tia lly  and 
inform ed consent should be upheld 
and forced disclosure is not supported.
7.2 Couples and partners
One o f the  p rim a ry  advantages of 
HBHTC is the opportun ity to  increase 
the  up take o f coup les HTC. In the 
in d e x -p a tie n t m o d e l, w h e re  one 
partner has already been tested and 
is in care, appointm ents are arranged 
so tha t the partner of the HIV-positive 
index patient can be offered testing. 
The index  p a tie n t m ay choose to 
receive testing again w ith the ir partner 
as a couple. Alternatively, the partner 
may test as an individual depending 
w hether disclosure has already taken 
place. The index-patient model offers 
assisted disclosure (see section 8.5), 
fo r coup les  and fa m ilie s . Assisted 
disclosure is also offered to the children 
of HIV-positive parents. W ith the door- 
to -doo r m odel, the  coup le  may not 
both be found at home together on 
the firs t visit and an appo in tm ent to
return at a more convenient tim e may 
be necessary.
The couple may be the firs t to  test in 
the family. Couples tha t test together 
are ab le  to  read and share  each 
other’s results, often through facilitated 
disclosure, and are able to come up 
w ith a jo in t risk reduction plan. This 
process, w hile part of the routine HTC 
protocol, may be more challenging in a 
HBHTC setting. For example, couples 
w ho vo lun tarily  a ttended a VCT site 
or outreach have tim e to prepare for 
testing together. In contrast, couples 
p a r t ic ip a tin g  in H BH TC  m ay not 
have had adequate preparation tim e 
together and may need additional time 
and ass istance to  unde rs tand  and 
accept the process. HBHTC service 
providers should also be aware of the 
possibility of partner coercion and be 
sensitive to the dynam ics of fam ilia l 
relationships. Once tested, the couple 
should have the cho ice o f how and 
when to disclose to the ir ch ild ren  (if 
app licab le ), in c lu d in g  the  option of 
doing so im m ediate ly w ith the help of 
the HBHTC service provider.
Individuals in the couple being tested 
by the HBHTC service provider may 
have other sexual relationships outside 
of the  coup le . If the  coup le  brings 
th is  up, H BH TC  serv ice  p rov iders  
can discuss the im portance of testing 
the  o th e r p a rtn e r(s ), and a rrange  
for testing to be extended to include 
them . However, if the  coup le  does 
no t m e n tio n  a d d it io n a l p a rtn e rs , 
HBHTC service providers should still 
give genera l in fo rm a tion  abou t the  
im portance of testing other partners 
and make note tha t the coup le ’s HIV 
test results do not ind ica te  the  HIV 
status of any outside partners. HBHTC 
service providers can arrange to see 
individuals w ith other partners at an
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alternative tim e and/or location if it is 
requested. HBHTC service providers 
shou ld  no t assum e th a t questions  
re g a rd in g  r is k  revea l th e  e n tire  
picture of a person’s sexual network -  
particularly if a partner is present -  nor 
should they assume that single people 
are not sexually active. Testing should 
be o ffered to all sexual partners of 
individual adults.
7.3 Polygamous groups
counselling polygamous groups is very 
d iffe ren t from the group and couple 
HTC sessions w ith  w h ich  H BHTC 
service providers may be most familiar. 
Polygam ous g roups have a shared 
HIV risk and may w ish to be tested 
together; consequently, HBHTC service 
providers may find that they need to 
allow more tim e for pre-test and post­
test d iscussions. Testing as a group 
facilitates disclosure w ithin the whole 
group and should be encouraged for this 
reason. While many issues are the same 
as for couple counselling, trust w ithin 
the w ider fam ily group is essential. It is 
particularly im portant to assess the risk 
of gender-based violence1 before testing 
polygam ous groups. This is an area 
where experienced HTC or HBHTC 
counsellors can mentor others.
How HBHTC is undertaken  am ong 
p o ly g a m o u s  g ro u p s  w il l  d i f fe r  
a c c o rd in g  to  th e ir  p re fe re n c e s . 
Som e m ay p re fe r to  be tes ted  in 
the  individual households w ith each 
wife testing in her own home in the 
presence of the husband. In th is case 
pre-test education (see section 8.3), 
c o n tra c tin g  (see section  8 .1 ), and
1 G ender-based violence a n d  HIV: a program  gu ide  
fo r in teg ra ting  gender-based violence prevention and  
response in  PEPFAR program s. W ashington, DC, 
AIDSTAR-One, 2 01 1 . h ttp ://w w w .a ids ta r-one .com / 
focus_areas/gender/resources/pepfar_gbv_program _ 
guide
d iscussion  shou ld  be conduc ted , if 
possible, w ith all spouses present so 
tha t the possible outcom es of testing 
can be discussed openly. W hile there 
may be several households, they are 
still one family. W herever possible, the 
same HBHTC service provider should 
visit the houses of each wife. As with 
other HTC processes, HBHTC service 
providers can support d isclosure with 
consen t. The c h ild re n  o f the  HIV- 
positive w ives or o ther HIV-exposed 
ch ild ren  (inc lud ing  any non-biological 
ch ildren that they may have breastfed) 
should be offered testing.
7.4 Individuals
W hile the intended focus of HBHTC is 
testing of couples and fam ilies, in the 
door-to-door model the majority are still 
tested as individuals. This may happen 
w hen ind iv idua ls  request tes ting  to 
prepare them selves for d isclosure to 
th e ir partners, or w hen the  partner 
is absent due to the ir w ork patterns 
(e.g. m igrant w orkers) or refuses to 
test after m ultip le attem pts. Individual 
testing may also be requested by single 
and young people not in long-term  
re la tio n sh ip s . W henever possib le , 
H BHTC service providers w ill try  to  
make appo in tm ents  to  return when 
individuals may be found at home with 
th e ir partners, w he ther th is  is early 
in the m orn ing , late in the  evening 
(w ith  p ro v id e rs ’ sa fe ty  ta ke n  in to  
consideration), on weekends or during 
public holidays.
7.5 Child and adolescent 
testing
The guiding principles when providing 
H IV  te s tin g  fo r c h ild re n  are th a t 
any tes ting  shou ld  be done in the
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best interests o f the  ch ild , and any 
counselling should be conducted in 
an age-appropria te  m anner. One of 
the  p rim ary goals o f HBHTC is the 
early identification of HIV infection and 
appropriate enro lm ent of HIV-positive 
ch ildren in trea tm ent and care. Since 
legal defin itions of age of consent and 
age of mature minors vary from country 
to country, programmes may need to 
provide clear uniform  guidance to their 
HBHTC service providers. In countries 
where there is no clearly defined age 
of consent programmes should adhere 
to the individual coun try ’s legal stance 
on the age of consent for testing or 
m ed ica l p rocedures , if a p p lica b le . 
H BHTC service prov iders m ay feel 
they need su ppo rt and shou ld  feel 
able to ask for help from peers in a 
superv is ion  group  or from  a senior 
HBHTC service provider or supervisor 
on an individual basis.
The main aim  fo r HBHTC is the early 
id e n tif ic a tio n  o f H IV in fe c tio n  and 
appropria te  enro lm ent of HIV-positive 
c h ild re n  in tre a tm e n t and  ca re . 
Since legal de fin itions of the  age of 
consent and the age of mature m inors 
vary from  coun try  to country, many 
program m es have found the need to 
make th e ir own jud g em e n t o f w hat 
th is  means in a household situation. 
Local po lic ies  ta k in g  in to  a cco u n t 
the ind iv idua l co u n try ’s legal stance 
on the  age of consent fo r testing  or 
m edica l p rocedures may be useful 
to  gu ide  H BHTC service providers. 
H BHTC service prov iders may feel 
they need su ppo rt and shou ld  feel 
able to ask fo r help from  peers in a 
superv is ion  group  or from  a sen ior 
HBHTC service provider or supervisor 
on an ind iv idua l basis.
T h is  s e c tio n  is based  on W HO 
guidance 23 for testing of ch ild ren and 
adolescents, and gives practical tips on 
what th is means for HBHTC providers 
in the fie ld . It d iv ides ch ild ren  and 
adolescents in the household into four 
groups based on the ir d ifferent testing, 
co nsen t (Table 2), and d isc losu re  
needs. These are:
1. Infants and young children 
H B H T C  s e rv ic e  p ro v id e rs  a re  
encouraged to test infants and young 
c h ild re n  if they  are the  b io log ica l 
ch ildren of an HIV-positive mother, or 
orphans whose m others’ HIV status is 
unknow n. HBHTC service providers 
need to follow a standard child-testing 
a lg o r ith m 4 and  be tra in e d  in the 
collection of dried blood spots.
a. U nder the  age o f 9 m onths, 
d ried  blood spo ts  are draw n 
for early in fant diagnosis using 
nuc le ic  acid tes ting  (NAT) by 
p o lym e ra se  c h a in  re a c tio n  
(PCR) that detects viral particles. 
B reastfeeding infants w ho are 
PCR nega tive  w ill re q u ire  a 
fo llow-up test.
b. Between 9 and 18 months, an 
HIV antibody rapid test is done 
firs t to  exclude HIV exposure. 
If th is  is negative, the  in fan t 
is considered negative. If th is  
is positive, then a PCR test is 
done. Breastfeeding infants who 
are antibody rapid test negative
2 P o licy requ irem ents fo r H IV  tes ting  a n d  counse lling  
o f in fa n ts  a n d  y o u n g  ch ild re n  in  hea lth  facilities. 
G eneva, W orld Health O rganization, 2 01 0 . h ttp :// 
w w w .w ho.in t/h iv /pub /paed ia tric /testing_counse lling /  
en /index.h tm l
3 G uidance to  health w o rkers on d isc losure  o f HIV 
status to  ch ild ren  and the ir caregivers. h ttp ://w w w . 
w ho.in t/h iv /top ics/vct/en /index.h tm l
4  W H O  re co m m e n d a tio n s  on the  d iagnos is  o f  H IV  
in fe c tio n  in  in fa n ts  a n d  c h ild re n . Geneva, W orld 
Health O rganization, 201 0 . h ttp ://w w w .w ho.in t/h iv / 
pub/paed ia tric /d iagnosis /en/index.h tm l
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and/or PCR negative will require 
fo llow-up testing.
c. Between 18 months and 5 years, 
HIV antibody rapid testing only 
is done. B reastfeeding infants 
who are antibody negative will 
require a fo llow-up test.
consen t is required from  parents or 
guard ians fo r HIV testing  of in fants 
and young ch ildren. Disclosure of test 
results to  the consenting parents and 
guardians is part o f the HTC process.
2. Children and young adolescents 
The testing o f ch ild ren  aged 6 to 14 is 
more com plex. All biological ch ild ren  
o f an H IV -pos itive  m o th e r and all 
o rphans and separated ch ild re n  of 
m others whose HIV status is unknown 
should be offered testing. Additionally, 
c h ild re n  w ho  are unw e ll o r have 
s y m p to m s  c o m p a t ib le  w ith  H IV 
in fection should be offered testing. If 
the HBHTC service provider becomes 
aware th a t a ch ild  m ay have been 
sexually exposed to HIV, they may also 
w ish to offer testing. Testing should 
be done w ith both the  consent of the 
parent or guardian and the  assent of 
the  ch ild . The results are disclosed 
to the  parent or guardian. Disclosure 
of results to  H IV-positive ch ild ren  of 
school age (w hether or not they are 
on treatm ent) is h ighly recom m ended 
and should start as early as possible. 
The process o f d isc lo su re  m ay be 
g ra d u a l and  an a g e -a p p ro p r ia te  
process is often best undertaken by 
the  parents w ith the  support o f the 
c lin ica l team  involved in the regular 
care o f the ch ild .
3. Adolescents and mature minors 
HIV in adolescence may be sexually 
or vertica lly acqu ired . Up to a th ird
o f H IV -in fe c te d  in fa n ts  su rv ive  to  
ado lescence , even in the  absence 
o f ea rly  d ia g no s is  and H IV care . 
The potentia l fo r long-te rm  survival 
w ith undiagnosed HIV infection from 
in fancy shou ld  be exp la ined to  the 
fam ily  before tes ting  o lder ch ild ren  
and adolescents, as the assum ption 
w ill o therw ise be th a t in fection  has 
been acquired sexually. Support for the 
parents may be required, especially for 
those tha t are themselves HIV-positive 
and may have passed the infection on 
to the adolescent at birth.
A d o le s c e n ts  m ay be c o u n s e lle d  
in d iv id u a lly  o r to g e th e r w ith  th e ir  
sexua l p a rtn e rs . L iv ing  s itu a tio n s  
and re la tionsh ip  dynam ics between 
ad o lesce n ts  and  th e ir  p a ren ts  or 
g u a rd ia n s  need to  be taken  in to  
accoun t when de te rm in ing  if home- 
based testing is the most appropriate 
option. The WHO Adolescent job  aid 
outlines an adolescent appropriate pre­
test d iscussion .5 Assessm ent of HIV 
risk factors and inform ation regarding 
m odes of transm ission  is im portan t 
w ith in  th is  age group  as confus ion  
around the possible source of infection 
may lead to negative consequences.
A d o le s c e n ts  c a n  c o n s e n t fo r  
them selves if they are either of legal 
age of consent -  as defined by the ir 
coun try  -  or are considered m ature 
m inors . If they  are not cons idered  
m a tu re  m in o rs , o r are u n d e r the  
age of consent and would like to be 
tested, a parent or guardian's consent 
is re q u ire d . D u rin g  c o u n s e llin g , 
a d o le s c e n ts  s h o u ld  be asked  to 
whom  they would tell the results and
5 A do lescen t jo b  aid. A han dy  desk reference tool for 
p rim ary  leve l hea lth  workers. Geneva, World Health 
O rgan iza tion , 2 0 1 0 . h ttp ://w w w .w h o .in t/m a te rna l_ 
ch ild _ a d o le sce n t/d o cu m e n ts /9 7 8 9 2 4 1 5 9 9 9 6 2 /e n / 
index.htm l
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As w ith any HTC session, the guiding principles (or five 
'C's) of informed consent, counselling, confidentiality, 
correct HIV testing procedures, and linkage to care, are to 
be followed.
8.1 Introducing the 
session
B efore  s ta r tin g  the  HTC session , 
th e  hom e-based  H IV  te s t in g  and 
counselling (HBHTC) service provider 
w ill exp la in  to  the  c lien t(s ) w ha t to 
expect from  a session, inc lud ing  how 
long it will take, and what they can and 
cannot offer. This process is sometimes 
re fe rred  to  as a ve rba l ‘c o n tra c t’ . 
D uring con trac ting , HBHTC service 
providers also explain confidentia lity  
and how th is w ill be m aintained in the 
house when others are around, or if 
testing is in an open area how privacy 
is ensured. In sessions w ith children 
w ho are too young  to consen t, but 
are old enough to assent, the HBHTC 
service provider should  explain that 
the  resu lts w ill be d isc losed to  the 
parents. HBHTC service providers may 
find  tha t they are asked to do a lot 
of th ings in the  household, such as 
diagnose medical conditions, provide 
transport, and give money or food. The 
program m e and supe rv iso rs ’ policy 
should  c learly  ou tline  w hat HBHTC 
service providers can and cannot do 
so tha t they are em powered to deal 
w ith these requests when they arise.
8.2 Informed consent
The same consent procedures apply 
for HTC in the home as in any other 
se tting . A ll th e  H IV tes ts  done  in 
households m ust be done w ith  the 
c l ie n t ’s kn o w le d g e  and  in fo rm e d
consent, and all the  c lien ts  offered 
tested and counselled should be free 
to consent or decline.
■ The consent should be verbal and 
docum ented in the c lien t’s notes.
■ For a d u lts  w h o  are u n a b le  to 
consen t, due  to  acu te  con fus ion  
or mental health conditions, fam ily 
m em bers should be advised to take 
them  to a clin ica l setting for PITC.
■ People w ho are visib ly intoxicated 
from  a lcohol or o ther substances 
are not able to give consent for HTC. 
They should be asked if they wish to 
arrange a return visit.
■ For ch ild re n , th e  cons ide ra tions  
discussed in section 7 .5  apply. The 
parent or guardian may need to be 
supported in m aking the  decision 
to test the ir ch ildren. If consent is 
w ithheld, and testing is considered 
to  be in the  best in terests of the 
c h ild , th e n  lin kage  to  a cen tre  
exp e rie n ce d  in H IV te s tin g  and 
m anagem ent may be discussed.
HBHTC service providers may come 
across the follow ing situations:
1 .H o u s e h o ld  m e m b e r  fe e ls  
u n c o m fo r ta b le  c o n s e n t in g  to  
testing in the absence of the head 
of household.
Suggested action: HBHTC service 
provider arranges another tim e for 
testing.
2. Woman declines testing just because 
the head of household is absent. 
Suggested action: HBHTC service 
provider explains tha t wom en can 
consent w ithout the perm ission of
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disab led fam ily  m em bers w ho have 
never been tested . S ince d isab led  
fam ily m em bers may be hidden w ithin 
th e  hom e, the  c o m m u n ity  hea lth  
workers (who have a good knowledge 
o f the  local co m m u n ity ) m ay need 
to alert the HBHTC service provider 
to  the ir presence. If the prevalence 
o f deaf household m em bers is found 
to be high in a com m un ity  o r fo r a 
certa in  HBHTC program m e, then it 
may be useful if at least some H Tc 
service providers have skills in sign 
language. Alternatively, fo llow-up visits 
can be arranged with a HBHTC service 
provider who is able to sign. Disabled 
ch ild ren  and young adults should be 
offered testing in the same m anner as 
anyone else in the fam ily who has been 
at risk of HIV exposure.
D is a b ili ty  m ay in v o lv e  le a rn in g  
d is a b ility  (e.g. c o n d itio n s  such  as 
Down’s syndrom e, cerebral palsy) that 
com prom ises the ind iv idua l’s ability  to
give inform ed consent. This will need 
to  be taken in to  cons idera tion  and 
parental consent sought.
7.7 Mental health 
disorders in the family
HBHTC service providers may also 
encoun te r m ental health problem s, 
in c lu d in g  s c h iz o p h re n ia , d ru g  or 
a lcohol dependence , and dem entia  
am ong adults in the home. Whenever 
possible the fam ily m em bers should 
be supported and linked to appropriate 
care and suppo rt services. HBHTC 
service providers may need to discuss 
the  s itu a tio n  w ith  th e ir  supe rv iso r 
or a n o th e r se n io r H BH TC  serv ice  
prov ide r, p a rtic u la rly  if it im p a c ts  
other household mem bers, includ ing 
vulnerable ch ild ren  and adolescents. 
When testing is ind icated, the person 
should be referred to a nearby facility 
for PITC.
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Table 2: Example age ranges to consider when testing children and adolescents for HIV and getting consent
Example age 
range
I n f a n t s  a n d  y o u n g  
c h i l d r e n
Under 6 years
C h i l d r e n  
a n d  y o u n g  
a d o le s c e n t s
Be tw een  6 and 141 
years
A d o le s c e n t s  a n d  
m a t u r e  m i n o r s
Be tw een  15 and 18 
years
O ld e r  a d o le s c e n t s
Be tw een  182 and 21 
years
W h o  to tes t B io logica l ch i ldren of 
HIV-posit ive mothers
Children w i th  HIV 
symptoms
Orphans w hose  
m others ’ s ta tus w e re  
not known
Biologica l ch i ldren of 
HIV-posit ive mothers
Children w h o  have had 
sexual exposure
Children w i th  HIV 
symptoms
Children w hose  parents 
request test ing
Young ado lescen ts  w ho  
request test ing
B io log ica l ch i ldren of 
HIV-posit ive m o thers3
A do lesce n ts  w ho  agree 
to be tested
A do lesce n ts  w i th  HIV 
symptoms
B io log ica l ch i ldren of 
H IV-posit ive mothers
A d o lesce n ts  w h o  agree 
to be tested
A d o lesce n ts  w i th  HIV 
symptoms
W ho
consents  for 
test ing
Parents  or  guard ians Parents ’ consent  
and ch i ld ren  assent 
a f te r  the p rocess and 
impl ica t ions have been 
exp la ined to them
A do lesce n ts  consent 
fo r  them se lves  if they 
are mature minors  or  
above the age of
A do lescen ts
1 Some programs use 12 years as the  cu t off
2 Ten coun tries in sub-Saharan Africa have 16 as the age o f consent for HIV testing
3 Late presentations in to early adu lthood are possible
encouraged to seek out someone they 
trus t to  support them . They can be 
supported to disclose in a m anner with 
w hich they are comfortable. Disclosure 
to  fa m ily  and  fr ie n d s  s h o u ld  be 
encouraged, not forced, by the HBHTC 
se rv ice  p rov ide r, th e n  su p p o rte d  
when the young person is ready. Too 
m uch  em phas is  on d isc lo s in g  HIV 
status, especially to  parents or sexual 
partners, could discourage adolescents 
from  engag ing  w ith  HTC services. 
This s itua tion  needs to  be handled 
se n s itive ly , w ith  th e  a d o le sce n t's  
w ishes u ltim a te ly  be ing  respected . 
C ounsellor-supported d isclosure will 
be helpful for the young person who 
is ready, or wants to disclose but lacks 
the skills or resources. If the HBHTC 
service provider judges that disclosure 
of the adolescent's result to the parents 
is tru ly  not in the best interest of the 
adolescent, they may choose not to test 
tha t ind iv idual or may offer assisted
disclosure. It is helpful if the HBHTC 
service providers negotiate consent for 
disclosure before testing is conducted.
4. Older adolescents living at home 
This group should be treated the same 
as adults, if they are over the age of 
consent for tha t country. They may be 
counselled individually or together with 
the ir sexual partners. This should be 
explained to the adolescent along with 
inform ation on the benefits of fam ily 
disclosure. The exp lic it consent of the 
adolescent is always required.6
7.6 Disabled family 
members
When visiting fam ilies at home HBHTC 
se rv ice  p ro v id e rs  m ay e n c o u n te r
6 O rie n ta tio n  p ro g ra m m e  on  a d o le s c e n t  h e a lth  
fo r  h e a lth -ca re  p rov id e rs . Geneva, W orld  Health 
O rganization, 2 0 0 6 . h ttp ://w w w .w h o .in t/m a te rna l_  
ch ild_ado lescent/docum ents/9241591269/en/index. 
htm l
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head of household. Alternatively, the 
provider may arrange another tim e 
for testing when both partners are at 
home.
3. Head of the household consents on 
behalf of partner, but partner does 
not w ant to  be tested.
Suggested action: HBHTC service 
provider inform s both partners that 
testing is voluntary and explains the 
benefits of HTC to the couple.
4. I nd iv idua l w ants to test, but feels 
unable to accept because the head 
of the household has refused. 
Suggested action: HBHTC service 
provider em phasises the benefits of 
HTC and reasons why it is offered 
in the  com m un ity , g ives general 
in fo rm a tion  abou t nearby tes ting  
options, and offers a routine return 
visit. If the HBHTC service provider 
is co n ce rn e d  a b o u t v io lence  in 
the  hom e they  m ay seek advice 
from  sen ior superv iso rs  or make 
appropriate linkages.
5. HBHTC service provider is aware 
of peer pressure and coercion by 
neighbours or other fam ily members. 
Suggested action: HBHTC service 
providers shou ld  make th e ir own 
a sse ssm e n t a b o u t w h e th e r the  
consent is genuine and testing  is 
appropriate.
8.3 Pre-test
In a d d ition  to  the  p re -tes t session 
c o n d u c te d  as p a rt o f any  HTC 
e n c o u n te r , th e  H B H T C  s e rv ic e  
provider should explain the purpose 
o f the  HBHTC program m e, and the 
benefits  o f know ing o n e ’s own HIV 
status, as well as tha t of the couple 
or fam ily. HBHTC service providers 
shou ld  reassure  the  househo ld  o f 
co n fid e n tia lity , ta k in g  in to  a cco u n t 
fa m ily  g roups, coup les , and o the r 
partnerships. This should include an
explanation tha t confidentia lity  will not 
be broken, unless they perceive the 
c lien t to be a danger to them selves or 
o thers.1 When discussing disclosure, 
the  household  and HBHTC service 
p ro v id e r m ay m ake  a jo in t  plan 
together for how th is will be done (see 
sections 7.1, 7.5, and 8.5).
Risk-reduction planning is an important 
part o f HTC and is usually carried out 
during  the post-test session when HIV 
s ta tus is know n and risk -re d u c tio n  
m essages can be ta ilo re d . W hen 
discussing risk reduction it is important 
for HBHTC service providers to ensure 
tha t c lients know how to use condoms 
correctly  and consistently. This may 
involve doing a condom  demonstration 
if appropriate. Additionally, a num ber 
of health screening tools are available 
and m ay be inco rp o ra te d  in to  the 
pre-test d iscussion, inc lud ing  cough 
q u e s tio n n a ire s  fo r TB sc re e n in g , 
alcohol risk screening questionnaires, 
a n d  fa m i ly  p la n n in g  n e e d s  
assessments (see section 10).
8.4 Testing
The same conditions and algorithm s 
apply to testing as in all HTC settings 
and testing m ust follow  the national 
a lgorithm (s). This includes follow ing 
the standard operating procedures for 
testing to ensure accurate test results. 
Particular attention should be paid to 
adequate lighting, appropriate tim ing 
(see sec tion  1 1 .1 ), te s tin g  areas/ 
surfaces (plastic c lip  boards may be 
used as te s ting  su rface ), and safe 
waste disposal (see section 5.9), which 
can sometim es be challenging in the 
HBHTC session and environm ent.
1 HIV/AIDS a n d  hum an rights. in ternationa l guidelines. 
Geneva, Jo int United Nations Program m es on HIV/ 
AIDS, 1996. h ttp ://da ta .una ids .o rg /pub lica tions /irc - 
pub02 /jc520 -hum anrig h ts_ en .p d f
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8.5 Post-test and 
disclosure
Test results should always be given, 
re g a rd le ss  o f th e  re s u lt. In th e  
in tro d u c t io n  sess ion  th e  H BH TC  
serv ice  p rov ider w ill have c la rifie d  
to whom  they are given and how. In 
general, results are given to:
■ both m em bers  o f th e  coup le  in 
couples tha t agreed to receive the ir 
test results together; 
a ll m e m b e rs  o f th e  g ro u p  in 
polygamous groups that agreed to 
receive the ir results together; 
th e  in d iv id u a l fo r  a d u lts  and  
adolescents testing alone; 
the  pa ren ts /gua rd ians  o f in fants, 
c h ild re n , and young  ado lescents 
(see section 7.5).
E veryone m u s t be g iven  c o rre c t 
in fo rm ation  and offered counse lling  
a fte r th e ir  te s t resu lts  have been 
de live red . The co n te n t o f post-test 
counselling follows the H Tc protocols 
for HIV-negative and positive results.
C on fiden tia l linkage  to app rop ria te  
s e rv ic e s  s h o u ld  be m ade  (see 
se c tio n  9 ). D isc lo su re  is eas iest 
if th e  im p o rta n ce  o f d isc lo su re  is 
c learly explained during  the pre-test 
session. Th is m in im izes the  risk of 
negative outcom es from  d isclosure. 
W hile  d isc lo su re  w ith in  th e  fam ily  
is encouraged (see section  7 .1 ), it 
requires consent and should be done 
after results are given to individuals, 
coup les, and groups. In the index­
p a tie n t m ode l, each ‘a s s is te d ’ or 
‘s u p p o rte d ’ d isc losu re  o f the  index 
pa tien t is a d isc losu re  o f a known 
positive result. Some patients/clients 
may find  it d ifficu lt to  d isclose the ir 
positive status and the fact they have 
been accessing care w ithou t te lling  
the family. They may ask the HBHTC 
service provider to come to the house 
at a given tim e to meet the ir partner 
a nd /o r fa m ily  and to he lp  exp la in / 
disclose the ir positive HIV status. The 
H BHTC service p rov ider m ay o ffe r 
testing  to the  partner and fam ily  at 
th is time.
A home-based HIV testing and counselling (HBHTC) 
programme that identifies HIV-positive individuals in 
their home, but then does not successfully link them to 
care and treatm ent services is considered to be failing 
in its primary aim. All referral sites, including treatment, 
prevention, care, and support services, should be mapped 
out and visited (see section 3.2) prior to starting HBHTC 
services.
Early care and treatm ent for individuals who test positive 
saves lives both by improving the health of the individual 
and by reducing onward transmission of the virus. For 
individuals who test negative, knowing their status can 
allow them to be linked to prevention services and can 
help them to change their behaviour. Some integrated 
programs offer basic care and prevention services 
immediately, e.g. cotrimoxazole prophylaxis, safe water 
facilities, bed nets, TB screening, as well as condoms. 
Linkages may be improved through this approach.
9.1 Linkages to other 
services
H B H Tc should only be conducted in 
areas where linkage to an HIV care or 
A r t  c lin ic  is possible. th e  following 
individuals should be referred:
9.2 Urgent referrals
A lth o u g h  n o t c o m m o n , H B H T c 
service providers may com e across 
bedridden and severely ill individuals. 
Programmes m ust be prepared for this 
and have a policy in place on how this 
is handled. Some options are:
■ e x p la in  to  th e  re la tiv e s  and  
neighbours that they need to arrange 
for transport to hospital;
ask c lin ic ians from  a home-based 
care programme to visit as soon as 
possible;
■ use a programme vehicle to ensure 
logistical support.
o th e r H iV-related situations tha t are 
urgent, even though the individual is 
not necessarily bedridden are: 
the first 72 hours after rape or non­
consenting sexual exposure; 
p re g n a n t w om en w ho are H i V- 
positive and not enrolled in PMTCT.
9.3 Capacity at service­
delivery points
Successful linkage from testing to care 
is critica l in any H BH T c  programme.
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Table 3: Indications for linkage, recommended referral points and rationale
W h o  t o  r e f e r
S erod isco rdan t  couples
W h e r e  t o  r e f e r  t o Rationale
ART c l in ics, spec if ic  support  g roups w here  
available
For repeat re testing of negative 
partner, early t re a tm e n t  of  posit ive 
partner, risk reduct ion  counsel l ing
HIV-posit ive adults  and chi ldren
HIV-posit ive ado lescen ts
HIV-posit ive adults  w i th  TB on TB 
trea tm en t ,  but not on ART
ART c l in ics, spec if ic  support  g roups w he re  
ava ilable, ad o lescen t  f r iend ly  serv ices
For a ssessment o f c l in ica l and immune 
sta tus, m easurem en t of  CD4 count, 
pre-ART care or  s tar ting on ART
HIV-posit ive p regnant w o m e n  PMTCT cl in ics, ART c l in ics, an tena ta l  care To prevent ve r t ica l  transm iss ion  and
pass messages about in fant feeding, 
cons ide ra t ions  fo r  pa r tne r  test ing
HIV-posit ive indiv iduals th a t  are 
TB suspec ts  or  patients
TB c l in ics  (as per national guidel ines), ART 
c l in ics
For con f i rmat ion of TB d iagnosis  and 
w he re  conf i rmed, ear ly  TB t rea tm en t
HIV-posit ive patients  w i th  no 
symptoms of TB tha t  may be 
suitable fo r  prevent ive t h e ra p y1
ART c l in ics, c l in ics  prov id ing isoniazid 
prevent ive the rapy
To reduce the inc idence of TB disease
HIV-negative TB suspec ts  or 
patients
TB c l in ics  or  ou tpa t ien ts  c l in ics For con f i rm at ion  of TB d iagnosis  and 
w he re  conf i rmed, ear ly  TB t rea tm en t
Those w h o  report  rape w i th in  last 
72 hours
Post rape care serv ices, one stop centres 
w h e re  available, ART c l in ics, casualty  
department ,  the  police
For post-exposure  prophylax is  (PEP) 
and o the r post-rape serv ices
Cases of sexual abuse or  partner 
v io lence
Casualty  departments ,  soc ia l  serv ices, 
counsel l ing serv ices, po lice, loca l leaders
For additiona l counsel l ing and support  
tha t  are beyond the scope of and 
HBHTC serv ice  prov ider
H IV-negative men w ho  are not 
c i rcum c ised
Vo luntary  medica l  male c i rcum c is ion To reduce the  risk of HIV -negative men 
acqu ir ing  HIV
HIV-negative indiv iduals at risk 
of HIV
Add i t iona l  prevent ion serv ice , a lcohol 
serv ices
For r isk reduct ion  counsel l ing,  access 
to condom s and messages about 
re testing
Those w i th  a fam i ly  p lanning need Family p lanning serv ices To meet fam i ly  p lanning needs
Those identi fied w i th  a dr inking 
problem
A lcoho l  serv ices  or  suppor t  w h e re  ava ilable A lcoho l  can lead to increased HIV risk 
behav iou r
1 G uidelines fo r in ten s ified  tubercu los is  case -find ing  a n d  ison iaz id  preventive therapy fo r people liv in g  with H IV  in resource-constra ined settings. Geneva, World 
Health o rgan iza tion , 2011 . h ttp ://w w w .w h o .in t/h iv /pu b /tb /97892 415007 08 /en /index.h tm l
Good c o m m u n ica tio n  betw een the 
H B H Tc service providers and clin ics 
can fac ilita te  th is  process. H B H T c 
im p le m e n tin g  o rgan iza tions shou ld  
be aware of the capac ity  of referral 
se rv ice s  w h e n  f irs t p la n n in g  the  
programme; therefore, HBH Tc  service 
p rov ide rs  shou ld  be aw are o f the  
capacity of local A r t  and/or HIV care 
services when re ferring H iV-positive 
ind iv idua ls  fo r tre a tm e n t and care. 
it may be useful for H BH T c  service 
providers to visit H iV care and ART
service delivery points, meet providers, 
and con firm  services o ffered, c lin ic  
hou rs  a va ila b le , and  new  p a tien t 
capacity. Through this process H BH Tc 
service providers w ill become fam iliar 
w ith facilities and the services offered, 
identify problems such as long waiting 
tim es and new patient w a iting  lists, 
and verify the accuracy of inform ation 
to be provided to HTC clients. Prior 
knowledge of capacity issues may help 
HBHTC service providers to inform  or 
warn c lients w hat to expect, provide
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them  with other service options, and 
alleviate any stress or anxiety related 
to newly diagnosed patients being put 
on long waiting lists.
9.4 Following up linkages 
and referrals
HTC se rv ice  p rov ide rs  in H BH TC  
services have a unique opportun ity  to 
revisit clients, thus enabling providers 
to assess and track linkages to other 
services. As part of the linkage process, 
providers shou ld  ob ta in  consen t to 
re tu rn  to  the  hom e and fo llo w -u p  
w ith c lients. Because fo llow -up may 
be conducted by com m un ity  health 
workers (CHWs), mobilizers, or peer 
educators, c lien t consent also needs 
to be obtained for sharing inform ation 
w ith the cadre of workers who will be 
co n d u c tin g  fo llow -up . Through th is  
process, newly diagnosed HIV-positive 
indiv iduals may be linked to tra ined 
CHWs (who may them selves be HIV- 
positive) or peer educators to support 
them  in seeking referral services in the 
firs t few weeks after the diagnosis. In 
order to facilitate the uptake and follow- 
up of linkages, HBHTC providers may 
also need to cap tu re  more detailed 
loca to r in fo rm a tio n . It is advisab le  
tha t data form s use c lien t names and 
have c lea rly  iden tifiab le  data, such 
as the c lien t’s address and telephone 
num ber so providers may fo llow -up 
w ith them , as appropriate. This allows 
for a return visit to  the home after an 
interval of tim e  and for the HBHTC 
service provider or CHWs to call or text 
message the individual.
New technologies, such as portable 
CD4 count testing, have the potential 
to  fu rthe r enhance linkages for HIV 
ca re  and tre a tm e n t. A tim e fra m e
should be set by the  program m e to 
de te rm ine  a recom m ended num ber 
o f return visits for track ing  of referrals 
and linkages to fo llo w -u p  services. 
For example, a program may wish to 
follow-up with clients w ithin one month 
o f the  in itia l visit, and may plan up 
to three visits before moving on to a 
new com m unity. The team conducting 
fo llow -ups to new ly d iagnosed HIV- 
positive ind iv idua ls  should m ainta in  
confidentiality.
9.5 Understanding 
barriers to successful 
linkages
S im p ly  re fe r r in g  in d iv id u a ls  fo r 
add itiona l services is no guarantee 
tha t the services will be taken up. It is 
im portant to  understand the proportion 
o f individuals tha t do take up services, 
and those who do not link to follow- 
up service de live ry  points, and the  
reasons why. Common barriers may 
be in d iv id u a l, fa c il ity - re la te d , or 
geographical in nature.
■ I n d i v i d u a l :  C o n c e rn s  o v e r
stigm a and d is c rim in a tio n ; poor 
com m unication by the HTC service 
provider; denial, fear, avoidance of 
disclosure and consequences of HIV 
diagnosis; cu ltu ra l beliefs and the 
existence o f a lte rna tive  therap ies 
that are available or popular locally 
Facility: Long waiting times, lim ited 
o p e n in g  tim es, c row ded c lin ic s , 
confidentia lity  concerns, perceived 
poor q u a lity  se rv ice s , nega tive  
p e rc e p t io n  o f s ta f f  a tt itu d e s , 
inconven ience  if ch ild  and a d u lt 
services are separate 
Geographical accessibility: Local 
ART c lin ic  far away, transport not 
available, transport costs prohibitive.
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9.6 Strategies for 
improving successful 
linkages
In designing a response, efforts should 
be m ade to  fin d  ou t w ha t barriers 
exist for a given client, or in a given 
se tting . A t the  ind iv idua l level, the 
H BHTC service provider can listen 
in a n o n -ju d g m e n ta l m anne r and 
explore the reasons for not accessing 
care. A s tra tegy they  m ig h t use is 
to  prom ote and su p p o rt d isc losu re  
of HIV status as th is often improves 
w illingness to a ttend trea tm en t and 
care services. It is also useful to tell 
asymptomatic people the value of early 
care. The ways in w hich counsellors 
com m unicate the inform ation to newly 
d iagnosed  peop le  are som e tim es  
even  m ore  im p o r ta n t th a n  th e  
inform ation itself. The support given 
to these ind iv idua ls  by the  H B H T c 
provider or com m un ity  health workers 
d u rin g  fo llow -up  vis its may he lp  to 
overcome fears of d iscrim ination and 
s tigm a . H BH TC  se rv ice  p rov ide rs  
may benefit from  tra in ing tha t builds 
com m unication skills around linkage 
so th e y  are ab le  to  use th e  m ost 
a p p ro p r ia te  s u p p o rtiv e  language . 
Once in d iv id u a ls  have e n ro lle d  in 
care, strategies may be used to prompt 
them  about appointm ents -  such as 
personal visits, a p p o in tm e n t cards, 
telephone calls, and mobile phone text 
messaging. Family members, including 
ch ildren who have been disclosed to, 
can also rem ind ind iv idua ls of the ir 
appointm ents.
In order to reassure individuals about the 
services they will receive, the HBHTC
service provider should give accurate 
in fo rm a tion  abou t services o ffered, 
opening times, the public perception 
of the service and individuals who work 
there. Concerns over service quality 
and discrim ination should be discussed 
openly. Other HIV-positive people who 
have used the services -  for example, 
peer educators or CHWs -  can provide 
encouragement and share experiences. 
Community and programme feedback 
may be offered to the service delivery 
points as part o f an ongoing quality 
improvement cycle.
Strategies to im prove access to and 
co n ve n ie n ce  o f fo llo w -u p  serv ices 
inc lude : fam ily  c lin ic s  th a t provide 
adu lt and ch ild  ART services at the 
same tim e, buddy systems or patient 
g roups th a t reduce  th e  fre q u e n cy  
of a ttend ing  the  health facility, and 
links w ith  m obile  outreach or o ther 
decentralized services. Many services 
are o ffe red  c lose to  co m m u n itie s , 
particularly by integrated home-based 
programmes. These include point-of- 
care CD4 count testing, im m unization 
for ch ild ren , and TB screening and/ 
or c o lle c t io n  o f s p u tu m  sa m p le s  
where appropria te . Nevertheless, at 
som e po in t the  pa tien t is requ ired  
to  p h y s ic a lly  a tte n d  th e  se rv ice  
delivery points. Escorting patients to 
referral centres may improve uptake. 
C om m un ity  health w orkers may be 
asked to escort com m unity  m em bers 
to fo llow-up services, w ith the  consent 
o f the  in d iv id u a l, p rovided th is  job  
expecta tion  is m ade c lea r to  them  
from the beginning (see sections 4.4 
and 4.5).
Using data well can help guide programming decisions 
and thus benefit the community as well as the individuals 
who were tested. The national HTC register should be 
the minimum data collection tool used in home-based 
HIV testing and counselling (HBHTC). What additional 
information is required will vary by setting, epidemic 
type, and the nature of the programme, and should 
not take too much time to fill out. HBHTC data should 
be segregated from other HTC data at the district and 
national level, clearly distinguishing its contribution to the 
national HIV strategy. Some suggestions of useful data 
variables are made here and further programme-specific 
tools can be accessed on the AIDSTAR-One website 
(see section 14). These are included as guides only. Data 
collection is not intended to take the place of counselling 
or to guide the format of the HBHTC session. HBHTC 
data are confidential (but not anonymous) and, therefore, 
data storage and transport need to be planned carefully to 
ensure personal details are kept safe (see section 5.6).
10.1 Types of data to 
collect
W hat data and indicators are collected 
will be determ ined by the objectives of 
the  H B H T c p rog ram m e.1 Indiv idual 
p rog ram m es w ill need to  deve lop  
and adapt the ir own data co llection 
tools that best suit the national and/or 
com m un ity  context.
1. Data collected for planning purposes 
is targeted at the com m unity  level and 
may include:
a. Basic information: such as date 
and com m unity health worker iD 
code/nam e;
1 G uide fo r m o n ito r in g  a n d  eva lua ting  n a tio n a l H IV  
testing an d  counse lling  (HTC) program mes. Field-test 
version. Geneva, World Health o rgan ization , 2011. 
h ttp ://w w w .w h o .in t/h iv /pu b /vc t/978924 150134 7 /e n /
b. L o c a t o r  a n d  h o u s e h o l d  
in fo rm a tion : d is tr ic t, v illage , 
street address, GPS coordinates 
or description of the household 
u s in g  la n d m a rk s  ( lo c a to r  
in fo rm a tio n ), the  n u m b e r of 
households in a given area, the 
num ber of adults and children 
in each household irrespective 
of HIV or testing status;
c. Referral directory: all possible 
nam ed referral points fo r tha t 
d is tric t/v illage /com m un ity , the 
se rv ices  th e y  o ffe r, p rov ide r 
nam es, and se rv ice  d e live ry  
hours;
d. Uptake information: Whether the 
head of household agrees to be 
visited. All refusals, e ither from 
individual household members
42 I Planning, implement ing, and monitor ing home-based HIV tes t ing  and counsel l ing
o r e n tire  h o u s e h o ld s  w ho  
decline to test, should also be 
recorded to enable fu ture visits 
if requested and the coverage 
to  be c a lc u la te d . T here  are 
various reasons for initial refusal 
including: already know ing HIV 
s ta tus , w a n tin g  to  te s t later, 
w aiting for spouse to test, fear 
o f kn o w in g  s ta tu s , and  low 
perception of HIV risks. Those 
who are w aiting for spouses or 
w an ting  to have tim e  to  th in k  
a b o u t it s h o u ld  be o ffe re d  
tes ting  on a second (or th ird  
visit) before being recorded as 
a ‘refusal’. Programmes should 
c o n s id e r c o lle c t in g  da ta  on 
reason for refusal. This can help 
g u ide  p rog ram m e m anagers 
and may identify local custom s 
and  b e lie fs  c o n tr ib u t in g  to 
refusal. Refusal m ight be due 
to previous testing experiences 
and the re fo re  program s may 
also w ant to  cap tu re  data on 
those w ho already know the ir 
status. For those who previously 
tested positive, HBHTC service 
providers should record whether 
or not c lients are receiving any 
service such as pre-ART care or 
ART.
2. Data collected for national reporting 
of dem og raph ics  and se rosta tus is 
individual level data and is collected 
routinely as part of the HTC programme 
data. It usually includes:
a. Basic information: serial number, 
date, area and coverage, c lient 
nam e/code, area/location, and 
HTC approach;
b. Dem ographic data: age, sex, 
and marital status;
c. Testing in fo rm a tion : H BH TC  
service providers should record 
lot num bers, expiry dates, first 
and second test results, as well
as details of the final result and 
any external quality assurance. 
This may be part of the national 
HTC data collection form  or as a 
separate HIV rapid test register. 
A sample rapid testing register 
m ay be fo u n d  on the  WHO 
website;2
d. Other information: c lien t tested 
as in d iv id u a l/c o u p le /g ro u p , 
coup le  d iscordance , previous 
HIV tests, and previous results. 
Consent and provider signature 
are a routine part of th is form  in 
most settings.
3. Data co llected  fo r screen ing  of 
in d iv id u a ls  sh o u ld  be re levan t to  
the  local con text and needs. Some 
v a r ia b le s  a re  lis te d  be low , b u t 
add itiona l b rie f (approx im ate ly  fou r 
questions each) screening tools can 
be piloted and validated as appropriate 
(e.g. s c re e n in g  fo r d ru g  use, sex 
work, violence etc., see section 12). 
Screening should only be undertaken 
if there is an intended action or referral 
point, and should include:
a. Screening for TB: cough, night 
sweats, w eight loss, and fever;3
b. S c r e e n i n g  f o r  a l c o h o l  
problems: frequency of alcohol 
consum ption, num ber of drinks 
on a ty p ic a l day, fre q u e n c y  
o f m ore  th a n  6 d r in k s  on 
one occa s io n ,4 and e ffe c t on 
aggressive behaviour;
2 H andbook fo r im p rov in g  H IV  testing  a n d  counse lling  
services. F ie ld -tes t version. Geneva, W orld Health 
O rga n iza tio n , 2 0 1 0 . h ttp :/ /w w w .w h o .in t/h iv /p u b / 
vc t/978 92415 00463 /en /in dex.h tm l
3 For HIV-negative ind iv idua ls, use national screening 
que s tions . For H IV -pos itive  in d iv id u a ls , see the 
fo u r-s y m p to m  sc re e n in g  too l in G u id e lin e s  fo r  
in ten s ified  tubercu los is  case -find ing  a n d  isoniazid  
p reven tive  th e ra p y  fo r  p eo p le  liv in g  w ith  H IV  in  
resource-constra ined settings. Geneva, World Health 
O rga n iza tio n , 2 0 1 1 . h ttp :/ /w w w .w h o .in t/h iv /p u b / 
tb /9 7 8 9 241 500708 /en /index .h tm l
4  A U D IT  - The A lcoho l Use D isorders Iden tifica tion  
Test: g u id e lin e s  fo r  use in  p r im a ry  care. Second  
edition. Geneva, W orld Health Organization, 2001. 
h ttp ://w w w .w h o .in t/su b s ta n ce _ a b u se /p u b lica tio n s / 
a lcoho l/en /; and CAGE que stionna ire  h ttp :/ /p u b s . 
n iaaa.n ih .gov/pub lica tions/inscage .h tm
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c. Screening for fam ily p lanning  
needs:  p re g n a n c y  s ta tu s , 
w h e th e r  la s t o r c u r r e n t  
p re g n a n c y  w as  p la n n e d , 
curren tly  used fam ily planning 
m e th o d , o r d e s ire d  fa m ily  
planning method;
d. S c r e e n i n g  c h i l d  h e a l t h :  
Im m u n iz a tio n  co ve ra g e  fo r 
ch ild ren  under 5, and orphan 
status;
e. S c r e e n in g  fo r  h ig h  r i s k  
negatives: unpro tected  sex in 
the last 12 months, knowledge 
of HIV status of sexual partners, 
tra n s a c tio n a l sex, d ru g  use 
inc lud ing in jecting d rug use, or 
alcohol problems as determ ined 
by alcohol screening.
4. Data collected on successful linkage is 
an indicator of a successful programme. 
Obtaining these data requires follow-up 
visits and docum entation that records 
confidential details such as names and 
contacts. Some examples of variables 
to collect are:
a. Referrals made: to  a range of 
services inc lud ing ART clinics, 
TB c lin ic s , fa m ily  p la n n in g , 
m a le  c irc u m c is io n  c e n tre s , 
a lcoho l se rv ices , g roups  fo r 
se rod isco rdan t coup les, post­
test clubs, ANC, and MCH;
b. Successful uptake o f referra l 
or linkage to care: m ay be 
most easily measured for HIV- 
positive ind iv idua ls enrolled in 
pre-ART or ART care and for 
confirm ed TB cases who started 
TB treatm ent. Tracking linkages 
requires m on ito ring  o f c lin ica l 
registers at the facility level and 
is m ore s tra igh tfo rw ard  when 
there are fewer service delivery 
p o in ts . It re q u ire s  d a ta  on 
those referred to be physically 
m a tched  w ith  a lis t o f those 
who accessed care in a given
facility. Programmes use client 
nam es and o p tio n s  such  as 
referral slips, register reviews, 
and pa tien t reports . In some 
cases inform ation on successful 
up take  o f re fe rra l o r linkage  
may be obtained in discussions 
w ith  c lie n ts  th ro u g h  re pea t 
v is its  to  th e  hom e. L inkages 
o f H IV -n e g a tive  in d iv id u a ls  
to p reven tion  p rogram m es is 
ha rde r to  m easure , a lthough  
s im ila r system s may be used 
to tra ck  linkages to vo lun ta ry  
m e d ica l m ale c irc u m c is io n . 
Fo llow -up  o f in d iv id u a ls  and 
com m unities may be required to 
better understand barriers (see 
section 9 .6 ). A lthough  th is  is 
may be a d ifficu lt field in w hich 
to collect data, it is a critical area 
w here  one can d e m ons tra te  
im pact -  as linking people who 
test positive to care in a tim ely 
fashion is a critica l outcom e of 
home-based HTC.
5. Data  c o l l e c t e d  fo r  q u a l i t y  
im p rovem ent m ay be ta ke n  from  
the  ro u tin e  data a lready  o u tlin e d . 
Data on fo llow -up  and linkages are 
cons idered  a pa rticu la rly  im portan t 
q u a lity  ind ica tor. The proportion  of 
people visited and accepting HBHTC 
se rv ices  is a lso h e lp fu l, as a low 
proportion of uptake by people who 
do not know th e ir status may be a 
sign tha t there is a problem with the 
perceived service quality. Additionally, 
regular cycles of quality im provem ent 
using data from  fo llow-up or c lien t exit 
interviews and from laboratory external 
quality assurance (EQA) (see section
11.1) may be undertaken. The data 
from follow-up or c lien t exit interviews 
are ge n e ra lly  ana lysed  and acted 
on by the local qua lity im provem ent 
team  or H BH TC  p rog ram m e and 
as such are not reported upw ards.
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A dd itiona l in fo rm ation  co llec ted  for 
research purposes should be approved 
by national and local e th ica l review 
boards accord ing to national protocol 
and is often collected during a defined 
tim efram e or until the required sample 
size is reached.
10.4 Data collection 
methods
Data may be collected using handheld 
e lectronic devices6 or through paper- 
based data collection. Both systems 
have advantages and disadvantages -  
such as data security, data accuracy, 
w eight of paperwork or the availability 
o f s k ille d  IT su p p o rt and backup  
system s -  tha t m ust be considered 
(see section 5.6).
6 More in form ation on e lectron ic  data collection may 
be availab le by contacting  Partners in Health. The 
O penM RS free e lectronic m edical record system can 
be downloaded from  h ttp ://openm rs.org
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In s te a d  p ro g ra m m e s  sha re  da ta  
co lle c te d  fo r q u a lity  im p ro ve m e n t 
w ith HTC providers as a m echanism 
fo r id e n tify in g  a c h ie v e m e n ts  and 
gaps. M ore in fo rm a tio n  on q u a lity  
assurance can be found  in section 
11 and specific tools can be found in 
the WHO handbook referenced in the 
resources section of th is handbook.
10.2 Programme 
indicators
The data and indicators collected will 
be de te rm ined  by the  ob jectives of 
the programme. In addition to simple 
uptake data -  disaggregated by age, 
sex, and HIV sta tus -  program m es 
should co llect data on:
1. Coverage
The num ber of eligible individuals 
and households accepting  testing 
ou t of the total num ber of eligible 
individuals and households offered 
HTC services in a given area. In 
HBHTC programmes, all households 
are e lig ib le  househo lds . E lig ib le 
individuals are those in categories 
defined by the program m e5 who do 
not already know that they are HIV- 
positive or who have had a recent 
H IV-negative tes t (e.g. w ith in  the 
past 12 m onths). This ind icator is a 
measure of how well the programme 
is d o ing  a t reach ing  people  and 
helps programme managers to plan 
length of stay in a particular area. 
The quality of the data will depend 
on how well the m apping exercise 
was done in the planning stages of 
the programme (see section 3).
2. Refusal
The n u m b e r o f househo lds w ho 
dec lined  en try  or the  n u m b e r of 
clients who were seen and offered 
HTC services by a com m unity health
5 For ch ild ren e lig ib ility  may not be determ ined until 
m aternal HIV status is known.
worker or HTC service provider, but 
declined testing services.
3. Testing uptake
As individuals, couples, and fam ily 
groups are im portan t in ensuring 
th e  p ro g ra m m e  is m e e tin g  its 
o b je c t iv e s  in te s t in g  c o u p le s  
and fam ilies . C ap tu ring  accura te  
data on sexual ne tw orks can be 
challenging (see couples and sexual 
networks in section 7.2). However, 
p rogram m e data shou ld  ind ica te  
w h a t pe rce n ta g e  o f in d iv id u a ls  
tested were being tested as couples 
and programmes should set targets 
for couple testing in both the index­
patient and door-to-door models.
4. Successful linkage
May be monitored by calculating the 
proportion of newly diagnosed HIV- 
positive ind iv idua ls getting a CD4 
count w ith in  a month of diagnosis, 
the proportion of newly diagnosed 
HIV-positive individuals enrolling in 
care and treatm ent services w ith in 
th ree  m onths, the  p ropo rtion  of 
u nc ircum cised  H IV-negative men 
be ing  c irc u m c is e d  w ith in  th re e  
m onths, the rate of annual retesting 
am ong high risk negatives, and / 
or the  p ropo rtion  o f TB patients 
id e n tif ie d  th a t s ta r t tre a tm e n t. 
Programme indicators should define 
the period w ith in w hich enrolm ent 
has occu rred  -  fo r exam ple, the  
proportion of newly diagnosed HIV- 
positive individuals enrolled in care 
and treatm ent w ith in three months 
of testing.
10.3 Research data
HBHTC provides an opportun ity  for 
additional inform ation to be collected 
to better understand ind iv idua l and 
c o m m u n ity  kn o w ledge , a tt itu d e s , 
practices and beliefs, and to design 
p rogram m es based on these data.
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The quality of home-based HIV testing and counselling 
(HBHTC) services is critical to the success of the 
programme. A systematic approach to assure and improve 
the quality of both the testing and the counselling aspects 
that takes into account the specific needs of an HBHTC 
programme is required.
11.1 Quality assurance 
for rapid HIV testing in 
HBHTC
The quality assurance (QA) measures 
for rapid HIV testing in HBHTC should 
be des igned  in co lla b o ra tio n  w ith  
the  N ational R eference Laboratory, 
monitored by the H B H Tc programme 
officer, and overseen by the laboratory 
supervisor for the program m e.
c o n s id e ra tio n  sh ou ld  be g iven to 
how test kits are stored, transported, 
and used as the  cha lleng ing  home 
e n v iro n m e n ts  m ay im p a c t te s tin g  
qua lity  and adherence  to  standard  
operating procedures. All kits have a 
tem perature range in which they are 
stable. Storage and transport conditions 
m ust ensure that kits are kept w ithin 
the stated range. in order to  ensure 
th is is not exceeded in home-based 
testing, programmes should consider 
the use of cool boxes for transportation 
and H BH T c  service providers should 
use a th e rm o m e te r to  c h e c k  the  
te m pe ra tu re  o f the  storage area at 
the hottest tim e  o f day. ru cksa cks , 
bags, or boxes used for transport to 
th e  hom es m ay re q u ire  insu la ted  
pockets or sections w here  a more 
even tem perature can be maintained. 
A dd itiona l cha llenges are posed in 
homes with no clocks or tim ers and/or 
little natural daylight (when it becomes 
d ifficu lt to  distinguish a fa in t reactive
test or contro l line). H B H T c service 
providers should carry personal timers 
and to rches (flash lights) to address 
these quality challenges.
W H o  re c o m m e n d s  a sy s te m a tic  
approach  to q u a lity  of H T c  tes ting  
services through a quality management 
system. th is  can be achieved through 
a num ber of measures including:
1. Quality control (QC)
It is o f great im portance  to have a 
robust qua lity  control system in place 
to m in im ize  the  possib ility  o f giving 
som eone  an in c o rre c t re su lt. in ­
process quality control (Q c) includes 
validation of test device performance 
th ro u g h  b u ilt- in  co n tro ls  (i.e . the 
con tro l line o f the rap id  tes t) and 
through use of know n negative and 
positive controls provided separately. 
The performance m ust be monitored 
an d  v e r if ie d  a c c o rd in g  to  th e  
m anufacturer's instructions for use. it 
is im portant to  make sure tha t home- 
based testing programmes follow  the 
same qua lity  contro l procedures as 
facility-based testing. th e  frequency 
o f te s t k it c o n tro ls , and  ex te rna l 
Q c spec im ens if they  are used, is 
outlined in the national guidelines and 
should be fo llowed by hom e-based 
program m es and reviewed w ith the 
local labora to ry  s ta ff designa ted  to 
support quality control of rapid testing.
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2. External quality assessment (EQA) 
EQA refers to the comparison of testing 
results between testing facilities. EQA 
measures the ability of a testing service 
to provide correct testing results and 
is more encom passing than QC alone. 
Together, QC and EQA w ill give an 
assurance that: a) the test device is 
w ork ing  and b) tha t the correct test 
resu lt is g iven. A m ajority  o f errors 
are due to transcrip tion errors or due 
to  lack o f traceab ility  o f specim ens 
to  in d iv id u a ls . EQA is a ch ie ve d  
th rough  p ro fic iency testing  and on ­
site supervisory visits. A num ber of 
profic iency testing (PT) programmes 
a re  a v a ila b le , o r th e  N a tio n a l 
Reference Laboratory can prepare PT 
panels using the robust, heat stable, 
dried tube specim en (DTS) approach 
or serum /plasm a panels. The testing 
program m e receives the  panel and 
in d iv id u a l HTC se rv ice  p ro v id e rs  
are se lected  in ro ta tion  to  process 
th e  sp e c im e n s  as usual and then  
re turn the  results fo r data analysis. 
Each service provider m ust conduct 
such a panel at least annua lly  and 
show concordance w ith results from 
the  N ational R eference Laboratory. 
Programme visits should be arranged 
th ro u g h  th e  N a tio n a l R e fe re n ce  
Laboratory on at least an annual basis.
3. Proper documentation and record 
keeping
Since large num bers  o f people are 
tested daily by HTC service providers, 
a traceable system of recording of lot 
num bers and expiry dates is required 
as part o f the  po rtab le  ‘ labora to ry  
register’ or specim en log book where 
re s u lts  o f h o m e -b a se d  te s ts  are 
recorded for HTC.
4. Supervisory visits and observed  
practice1
One of the biggest threats to testing 
accuracy in HBHTC is the reading of 
tests in a shorter or longer tim efram e 
th a n  th a t re c o m m e n d e d  by the  
m anufacturer’s instructions. This may 
be best assessed by on-site supervisory 
visits by the laboratory supervisor as 
m entioned above.
11.2 Quality assurance 
for counselling
The discussions between the HBHTC 
service provider and c lien t tha t take 
p lace before, d u rin g , and a fte r an 
HIV test are critica l to  HBHTC. The 
s tandard  pro toco ls fo r HTC outline  
the  a p p ro p ria te  in fo rm a tio n  to  be 
p ro v id e d  d u r in g  th e  te s t in g  and 
counselling process, but it is the use 
o f c o u n s e llin g  sk ills  and a c l ie n t­
cen tred  approach  th a t im pacts  the  
c lien t’s experience of HTC. Counselling 
shou ld  increase know ledge o f HIV 
p reven tion  and he lp  the  c lie n t to 
focus on solutions and risk reduction. 
H igh-qua lity  counselling also results 
in appropriate, timely, and acceptable 
linkages, fo llo w -u p , and tre a tm e n t 
adherence. Many program m es have 
targets, and HBHTC service providers 
are told how many clients (includ ing 
couples) they should counsel and test 
per day. When setting and agreeing 
to these targets, both HBHTC service 
providers and program m e managers 
need to  be aw are th a t ta rge ts  set 
too low or too high can com prom ise 
quality. Targets can range from  10­
12 per day in m ost d o o r-to -d o o r 
p rog ram m es. P rog ram m es shou ld
1 Laboratory q u a lity  m anagem ent system : handbook. 
Geneva, W orld Health O rganization, 2 0 1 1 . h ttp :// 
w w w .w ho.in t/ih r/pub lica tions/lqm s/en /index.h tm l
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explain to counsellors tha t refusal of 
a household or individual to test does 
not mean the counsellor has failed. 
Programmes should avoid pressuring 
c o u n s e llo rs , as th is  m ay c re a te  
potential for coercion.
A n u m b e r o f q u a lity  a s s u ra n c e  
measures designed for the counselling 
aspects of H Tc can be adapted for 
H B H T c . TooIs and exam p les  may 
be found  in W H o ’s Handbook for 
improving HIV testing and counselling 
services.2
■ Administrative support: Supervisors 
should ensure tha t HBHTC service 
providers have a regular opportunity 
to share experiences, challenges, 
and feelings as th is may d im in ish 
b u rn o u t. A b r ie f sess ion  every 
m o rn in g  w ill m ake su re  HBHTC 
service providers are set for the day 
and any urgent and logistical issues 
are sorted  ou t. Th is  w ill enab le  
H BH TC  serv ice  prov iders  to feel 
more com fortable in the ir work and 
provide better quality service. A daily 
meeting also enables reports to be 
given, test kits collected, etc.
■ Support supervision: D istinct from 
a d m in is tra t iv e  s u p p o rt, re g u la r 
ind iv idua l or peer g roup sessions 
a llow  HTC se rv ice  p ro v id e rs  to 
raise d if f ic u lt  in te rp e rson a l and 
counse lling  issues fo r d iscussion  
and professional developm ent.
■ Observed p rac t ice:  This can be 
e s s e n tia l to  a s s is tin g  H B H T C  
se rv ice  p ro v id e rs  to  s tre n g th e n  
the ir skills and should be done in a 
supportive way to encourage growth. 
The purpose of observed practice 
is to  allow m entors to observe the 
fam ily and household situations that
2 H andbook fo r im p rov in g  H IV  testing  a n d  counse lling  
services. F ie ld -tes t version. Geneva, W orld Health 
O rga n iza tio n , 2 0 1 0 . h ttp :/ /w w w .w h o .in t/h iv /p u b / 
vc t/978 92415 00463 /en /in dex.h tm l
HBHTC service providers encounter 
and to give im m ediate supportive 
feedback.
■ C lient fo llow-up  interviews: May
be adapted from standard HBHTC 
exit interviews. Rather than focusing 
on waiting tim es and clin ica l areas, 
questions may be adapted to include 
in fo rm a tio n  on h o u se h o ld  and 
c o m m u n ity  entry, co n fid e n tia lity , 
the m anner in which fam ily testing 
was approached  and counse lling  
was provided.
■ H T C  s e r v ic e  p r o v id e r  s e l f ­
assessm en t:  Th is  m ay be used 
fo r q u a lity  assu ra n ce  w ith  few  
adaptations to existing tools. Self­
assessment is most useful if used in 
con junction w ith supervision.
11.3 Involving the 
community in quality 
assurance
Through choosing and involving health 
w orkers from  the  local com m un ity , 
the com m unity  already has a vested 
interest in the quality of home-based 
te s t in g  se rv ice s . The c o m m u n ity  
hea lth  w o rke rs  and th e ir  fa m ilie s  
are generally the firs t fam ilies to be 
tested in a particu lar region. Proactive 
steps to ta lk  about qua lity may also 
be needed. In HBHTC, quality can be 
introduced as a concept in the early 
stages of p lanning w ith stakeholders 
and com m un ity  members. This allows 
the com m unity  to know w hat quality 
to expect and builds the ir confidence 
in the  serv ice . Som e program m es 
e n c o u ra g e  th e  e s ta b lis h m e n t of 
c o m m u n ity  c o m m itte e s  in p laces 
where hom e-based tes ting  is being 
conducted . These groups can then 
act as an avenue for receiving positive 
fe e d b a c k  or c o n c e rn s  a b o u t the
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q u a lity  o f services, such  as testing  
and disclosure w ithout consent.
Service providers may form  a quality 
assu rance  team  cha rged  w ith  the 
overall responsibility of ensuring and 
m a in ta in in g  the  q u a lity  o f services 
o ffe re d . T h e y  m ay th e n  re c ru it  
c o m m u n ity  v o lu n te e rs  w h o  are 
o rien ta ted  on the  ‘dos and d o n ’ts ’ 
o f co n d u c tin g  fo llo w -u p  in terview s. 
The QA team  de te rm in es  w hen to 
s ta r t fo llo w -u p  in te rv ie w s , w hen
to end, the num ber of c lients to be 
in terviewed per day, and the ta rge t 
num ber o f c lien ts to be interviewed 
d u rin g  the  im p le m e n ta tio n  period. 
They also m eet to  dec ide  on when 
to start analysing data, w ho does it, 
and w hen and how to d issem inate  
find ings to the relevant authorities and 
the com m unity. Com m unity feedback 
is a critica l com ponent of quality and 
allows problems to be identified and 
worked on early (see section 13).
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It is the  hom e-based  H IV te s tin g  
and co u n s e llin g  (H B H T C ) serv ice  
p ro v id e rs ' re s p o n s ib ility  to  assess 
w h e th e r a c l ie n t w h o  has been 
d r in k in g  a lcohol is ab le  to provide 
in fo rm ed  co n se n t and rece ive the  
resu lts . In d iv id ua ls  w ho are d ru n k  
are not fit to  give inform ed consent 
and should therefore not be offered 
H BH Tc. H Tc service providers should 
explain th is and, if possible, make an 
appo in tm ent to  see them  at another 
tim e. Some c lien ts may deliberate ly 
d rink  some alcohol before HBHTC in 
order to calm  the ir nerves; because of 
this, providers should be aware tha t it 
m ight not be possible to com plete ly 
avoid the intoxicated. Similarly, clients 
may be stressed or have heightened 
em otions th a t a ffec t th e ir th in k in g . 
A ttem pting to restrict testing to those 
w ho are free from  factors th a t may 
in terfere w ith  the ir th in k in g  is likely 
to  negative ly im pac t a hom e-based 
p rogram m e. The g u id in g  p rin c ip le  
is to  cons ide r the  best in te rests of 
the  in d iv id u a l. In som e cases th is  
m eans p rog ram m es have devised 
HBHTC protocols th a t acknow ledge 
intoxication whilst m in im izing potential 
harm to participants. HBHTC service 
providers should be aware of the signs 
of acute intoxication (being drunk) that 
inc lude sm elling  a lcohol, staggering 
walk, confusion, and slurred speech.
H B H T C  s e rv ic e  p ro v id e rs  and  
co m m u n ity  hea lth  w orkers (CHWs) 
s h o u ld  be aw a re  th a t d ru n k e n  
household m em bers cou ld  becom e 
c o m b a t iv e ,  p a r t ic u la r ly  w h e n  
d iscussing sexual risk behaviour. In 
p ractice , CHWs know  w here in the 
com m unity  HBHTC service providers
are like ly  to  com e across peop le  
who are often d runk  and are able to 
help service providers avoid v io lent 
s itu a tio n s . CHW s can  a lso  h e lp  
engage a lco h o lics  w ho  w ish to  be 
tested, suggesting tha t they cu t back 
drink ing  and arrange an early m orning 
appointm ent.
Both alcohol and drugs increase risk- 
ta k in g  behav iou rs  and have been 
associated w ith increased rates of HIV 
transm iss ion . D rink ing  a lcohol is a 
com m on social behaviour and may be 
used to overcom e natural inh ib itions 
w h e n  m e e tin g  p e o p le . A lc o h o l 
use precedes a large proportion  of 
unprotected sexual encounters w ith 
ca su a l p a rtn e rs . H B H TC  se rv ice  
providers should therefore be aware of 
the impact of alcohol and able to assess 
problem d rink ing  and its potential to 
unde rm ine  risk reduction  p lanning. 
Section 10 exp la ins how to  screen 
fo r p rob lem  d rin k in g ; however, the 
interpretation of screening questions 
and findings and the availability of local 
referral services will vary in d ifferent 
contexts and should be worked out on 
a p rog ram m e-by-p rog ram m e basis. 
HBHTC service providers can learn 
practica l counse lling  sk ills  to  assist 
c lien ts in decreasing  a lcohol intake 
over tim e  and m ay a lso co n s id e r 
referring clients to support groups for 
alcoholics if appropriate and available.
12.2 Violence in the home
HBHTC service providers may come 
across violence in the home and are 
respons ib le  fo r e n su ring  th e ir  own 
safety and tha t of the ir clients. While 
rates of violence may be particularly 
high in slum  areas, service providers
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should not assume they are safe in a 
rural or m iddle-class area. If HBHTC 
service providers feel they are at risk, 
they should  leave and con tact the ir 
su p e rv iso r im m e d ia te ly  a b o u t the 
next steps to  take . HBHTC service 
providers should evaluate the risk of 
intim ate partner violence or dom estic 
violence before testing, and not test 
if th e y  feel the  te s t resu lts  cou ld  
worsen the situation for anyone in the 
household or connected households. 
Often com m unity leaders and/or CHWs 
w ill be aw are o f fa m ily  dynam ics , 
HBHTC service providers may wish 
to  ask if the re  are any househo lds 
th a t  w a r ra n t  e x tra  s e n s it iv ity .  
A p p ro p ria te  c o u n s e llin g  stra teg ies 
shou ld  be adopted w h ich  take into 
a cco u n t possib le v io len t responses 
to test results at the pre-test stage. 
Experienced HBHTC service providers 
shou ld  be able to  iden tify  possib le 
adverse events as one com ponent of a 
targeted counselling approach. Despite 
such strategies, it may be impossible 
to  p re -e m p t o r p re ve n t nega tive  
responses w ith in  the  househo ld . If 
possible and w ith consent, linkage to 
organizations dea ling  w ith vio lence, 
in c lu d in g  g e n d e r-b a se d  v io le n ce , 
s h o u ld  be m a d e .1 O rg a n iza tio n s  
p ro v id in g  s u p p o r t s e rv ic e s  and  
traditional com m unity  structures that 
respond  to  d o m e s tic  v io lence , fo r 
exam p le  “ m arriage co u n se llo rs ” in 
Malawi should  have been identified 
d u rin g  socia l m a pp ing  to  fa c ilita te  
p rom p t response, w hen necessary. 
In certain circum stances, where the 
H BH TC  se rv ice  p ro v id e r fee ls  an 
ind iv idua l may be a risk to others, 
they may need to break confidentia lity 
in o rder to  address the  v io lence in
1 G ender-based violence a n d  HIV: a program  gu ide  
fo r in teg ra ting  gender-based violence prevention and  
response in  PEPFAR program s. W ashington, DC, 
AIDSTAR-One, 2 01 1 . h ttp ://w w w .a ids ta r-one .com /  
focus_areas/gender/resources/pepfar_gbv_program _ 
guide
the  home. This is already a routine 
part o f ‘con tracting ’ w ith the c lients as 
outlined in section 8.1.
12.3 Sexual abuse
HBHTC service providers may become 
aware of sexual abuse (of ch ildren or 
adu lts) in the  hom e and m any find 
th is a very d ifficu lt sub ject to address, 
particularly as the HBHTC programme 
usually offers short-term  counselling 
services. Fam ilies may be aware of 
abuse but w ou ld  ra the r it was not 
reported or discussed and w ithout their 
consent HBHTC service providers may 
find referral d ifficu lt. HBHTC service 
providers should be aware of specific 
re fe rra l po in ts  fo r pos t-rape  care, 
tra u m a  co u n se llin g , post-exposure  
prophy lax is , and o the r co m m u n ity  
s u p p o rt m echan ism s. They shou ld  
also be aware of any local or national 
reporting requirem ents regarding the 
abuse of ch ildren. General information 
on gender-based  v io lence  services 
can be given to household mem bers 
in a neu tra l m anner. The H BHTC 
service provider may feel they need 
support and should feel able to ask 
for help from  a more senior HBHTC 
service provider, ideally one of the ir 
supervisors.
12.4 Key populations 
at higher risk of HIV 
exposure
Many key populations at h igher risk 
o f HIV exposure  rem ain  h idden  in 
c o m m u n itie s  and H BH TC  services 
are a way of reaching them  since they 
are also m em bers of the com m unity  
being offered services. Key populations 
refer to  those persons most likely to 
be exposed to or transm it HIV. They
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are often in marginalized groups and 
are vulnerable to HIV for a num ber of 
reasons. In most settings men who have 
sex w ith men, transgender persons, 
people who in ject drugs, sex workers 
and th e ir c lien ts , and seronegative 
partners  in se rod isco rdan t coup les 
are at higher risk of HIV exposure to 
HIV than other people. Social attitudes 
and laws against the behaviours o f 
som e key p o p u la tio n s , m ean th a t 
service providers will require support 
and additional tra in ing in recognising 
th e  p a r t ic u la r  v u ln e ra b il it ie s  key 
popu la tions face. W orking hand-in - 
hand w ith a few m em bers from  the 
key population th rough  a ‘snow ball’ 
technique can help to identify hidden 
co m m u n itie s  fo r co m m u n ity -b a se d  
o u tre a ch  te s tin g . T h is  te c h n iq u e  
involves ask ing  one ind iv idua l w ho 
has rece ived  se rv ices  to pass on 
in fo rm a tio n  or d is tr ib u te  c o n ta c t 
cards to peers who are then referred 
for HTC. Such approaches maintain 
confidentia lity  and facilitate access to 
the comm unity.
Due to  issues a round  s tigm a  and 
d iscrim ination against key populations 
at higher risk of HIV exposure, HBHTC 
providers should reassure individuals 
o f the data p ro tection  m easures in 
place. They may find it easier to offer 
referrals for testing or arrange for a
safe testing location at one person’s 
home in the com m unity. Individuals 
from  a t-r isk  popu la tions  shou ld  be 
offered fo llow -up to ensure they are 
lin ke d  to  p re ve n tio n  a n d /o r care 
and tre a tm e n t services, regard less 
o f H IV  s ta tu s . P ro g ra m m e s  th a t 
have re c ru ite d  c o m m u n ity  hea lth  
w orkers from  diverse groups in key 
populations, inc lud ing  MSM and sex 
workers, may have more success in 
a rrang ing  supportive  fo llow -up  and 
linkage to referral points for these key 
populations.
Prevention efforts w ith key populations 
may need special skills and referral 
po in ts in u rban  areas. M app ing  of 
service de live ry  points is im po rtan t 
in both u rban  and rura l areas. In 
rura l areas, sens itisa tion  o f health  
care workers at local service delivery 
points may be required and this can 
be achieved in part by using c lien t 
feedback about the services. Because 
not every clin ician or health provider is 
com fortable serving key populations, 
many clients prefer to access health 
services w here  they w ill be treated 
w ithout judgem ent. Community-based 
support groups for individuals who test 
H IV-positive may provide add itiona l 
su p p o rt and be a way o f reduc ing  
stigma.
13.1 Determining when 
to move on
Program m es tha t are not integrated 
into a local service will need to plan 
how long to rem ain in a pa rticu la r 
area based on th e ir ob jectives and 
coverage. Programme managers need 
to  b a lance  m a x im iz in g  resou rces  
w ith coverage. The num ber of return 
visits (see section 5.5) may be set at 
three per household, and once each 
household has either been tested or 
received three visits, tha t programme 
moves on. The key to de term in ing the 
right tim e to move on is to ensure that 
everyone who has been offered testing 
has actually had a chance to be tested, 
w he ther as an ind iv idua l, a couple, 
or as a fam ily. In program m es also 
offering services through ‘com m unity 
c a m p in g ’ (see se c tio n  2 .1 ) , the  
dem and for services should decrease 
significantly before leaving the area.
13.2 Returning results 
and following up linkages
Before leaving an area, home-based 
HIV testing and counselling (HBHTC) 
service providers and comm unity health 
workers should make efforts to  trace 
all o f the c lients tha t were linked to 
services order to determine whether the 
linkage was successful. This ensures 
both the best outcome for the clients 
and the accuracy of the programme 
data (see section 9 on referral and 
linkages; section 10 on uptake).
All results of tests that have been sent 
for further analysis (for example to a 
TB lab or to a reference lab) should 
be re turned before the  program m e 
moves on. This includes the  results
of PCR for early infant diagnosis (see 
section 7.5) that may take up to two 
w eeks to  be p rocessed . S im ila rly  
programmes that offer sputum  testing 
for TB need to ensure that all results 
o f sputum  microscopy are returned to 
the individuals concerned. Appropriate 
linkage for any positive results of these 
tests should be made. Involvement of 
com m unity health workers can help to 
ensure follow-up and linkage to needed 
services. Parents of infants with ongoing 
HIV exposure through breastfeeding will 
need to be made aware tha t the child 
will need to be retested six weeks after 
they have stopped breastfeeding.
13.3 Community 
feedback meetings
D epend ing  on the length o f tim e  a 
program m e is in a pa rticu la r area, 
the re  m ay be a need fo r pe riod ic  
evaluation of service uptake, household 
coverage, security, and confidentiality. 
Programme managers should plan to 
meet with stakeholders and com m unity 
leaders quarterly to discuss programme 
progress and issues. Before leaving 
an area, c o m m u n ity  leaders  and 
members should be formally presented 
w ith the feedback of the programme’s 
achievem ents, lessons learned, best 
practices, and constraints. This meeting 
shou ld  in c lu d e  an o p p o rtu n ity  for 
com m unity members to present data 
from follow-up interviews on comm unity 
satisfaction and raise any concerns 
or issues about the HBHTC process. 
By invo lv ing  and e m pow ering  the 
comm unity, they are more likely to take 
responsib ility  for requesting HBHTC 
services to return to the area in years 
to come.
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The general WHO website: www. who. in t is a good starting point. For WHO normative
and practical guidance documents, the following links may be useful:
W H o docum ents on HIV testing and counselling for ch ildren and adolescents
1. Policy requirements for HIV testing and counselling o f infants and young children 
in health facilities, h ttp ://www.who.int/h iv/pub/paediatric/testing_counselling/en/ 
index.htm l
2. Guidance to health workers on disclosure of HiV status to ch ildren and their 
caregivers. http://w ww .w ho.int/h iv/topics/vct/en/index.htm l
3. WHO recommendations on the diagnosis o f HIV infection in infants and children. 
http://w ww .w ho.int/h iv/pub/paediatric/d iagnosis/en/index.htm l
4. HIV testing for young children. Technical brief. h ttp ://w w w .w ho.in t/h iv/pub/vct/ 
W H o_H iV_11_02/en/index.htm l
5. Adolescent job  aid. A handy desk reference tool for primary level health workers. 
http://w ww .w ho.int/m aternal_child_adolescent/docum ents/9789241599962/en/ 
index.htm l
6. Orientation programme on adolescent health for health-care providers. h ttp :// 
www.who.int/m aternal_child_adolescent/docum ents/9241591269/en/index.htm l
W H o docum ents on HTC quality and M&E
1. Handbook for improving H IV testing and counselling services. h ttp ://w ww .w ho. 
in t/h iv /pub /vct/9789241500463/en /index.h tm l
2. Laboratory quality management system: handbook. h ttp ://w w w .w ho .in t/ih r/ 
publications/lqm s/en/index.htm l
3. Guide for monitoring and evaluating national HIV testing and counselling (HTC) 
programmes. h ttp ://w w w .w ho.in t/h iv /pub/vct/9789241501347/en
4. Delivering H IV test results and messages for re-testing and counselling in adults. 
http ://w hq libdoc.w ho.in t/pub lica tions/2010 /9789241599115_eng.pd f
For practical documents on home-based and couples HTC, and useful checklists,
tools and job  aids specifically for HBHTC that have been developed by established
programmes:
1. A iDSTAR-one website: www.aidstar-one.com and w ith in th is website: Home- 
based counseling and testing: program components and approaches: http://www. 
aidstar-one.com /focus_areas/hiv_testing_and_counseling/resources/technical_ 
consu lta tion_m ate ria ls /H B H tc
2. couples HiV counseling and testing intervention and training curricu lum  available 
from  http ://w ww .cdc.gov/g lobala ids/resources/prevention/chct-tra in ing.htm l
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The following are free online tools and software that have been adapted by HBHTC
programmes:
1. For e lectron ic  data cap tu re : Partners in Health: h ttp ://w w w .p ih .org /pages/ 
e lectronic-m edical-records
2. fo r  m apping some programmes have used Google Earth where the resolution 
of the particu lar area they are m apping is high enough for programme needs: 
google earth: http://www.google.com /earth/download/ge/agree.htm l
3. fo r  hum an resource m anagem ent useful tools and checklists may be found at: 
Positive Practice environm ent cam paign: http://w ww .ppecam paign.org and the 
W H o Health W orkforce Resource centre : http://www.who.int/hrh/resources/en
4. fo r  gender-based violence and HIV see: Gender-based violence and HIV: a 
program guide for integrating gender-based violence prevention and response 
in PEPFAR programs. Washington, Dc, A iD S TA r-one , 2011. http://www.aidstar- 
one.com /focus_areas/gender/resources/pepfar_gbv_program _guide
The following screening tools can be adapted to local circumstances:
1. th e  four-sym ptom  TB screening tool for HiV-positive individuals is available 
in Guidelines for intensified tuberculosis case-finding and isoniazid preventive 
therapy for people living with HIV in resource-constrained settings. geneva, World 
Health organization, 2011. h ttp ://w w w .w ho.in t/h iv /pub /tb /9789241500708 /en / 
index.htm l
2. A lcohol screen ing  can be gu ided by AU D IT - The A lcohol Use Disorders 
Identification Test: guidelines for use in prim ary care. Second edition. geneva, 
W orld Health o rgan iza tion , 2001 . at: h ttp ://w w w .w ho.in t/substance_abuse/  
publications/a lcohol/en/ and
3. An additional alcohol screening tool is the c AGE questionnaire available at: http:// 
pubs.n iaaa.n ih.gov/publications/inscage.htm
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